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The dictionary definition of a cold is 1 
disorder caused by exposure to cold, damp- 
ness or a draft, often with acute catarrh. 
This illustrates the old idea of an associ- 
ation with weather conditions. The defi- 
nition used by medical men, however, is 
that a cold, coryza or rhinitis is an acute 
inflammatory condition of the mucous 
membrane of the nose. 

Regardless of the definition the condi- 
tion is one of the most common in medi- 
cine, especially in children, and its effect 
is most far-reaching. Each year neglect 
in treatment demands a heavy toll in mor- 
bidity and mortality. 


The function of the nose is to detect 
odors and to moisten, warm and filter the 
air before reception into the lungs. The 
nose, therefore, has a great work to per- 
form. 

The cause of a common cold is a debat- 
able and has been a debatable question for 
years and probably will be for a number 
of years to come. Let us look at a few of 
the theories: 


1. It is conceded that it is an infection. 
Bacteria are normally present in the up- 
per respiratory tract even a few hours 
after birth. These are apparently benign 
as long as the resistance is normal but due 
to one of many factors, they become active 
and cause inflammation. The infection 
depends upon the immunity of the host 
and the number and virulence of the in- 
vading organisms. Bacteria develop due 
to any cause which lessens the vitality of 
the local epithelium or the general resist- 
ence. 

2. On the other hand there are numer- 
ous followers of the theory that colds are 
caused by a filtrable virus. 

*Read before Muskogee County Medical Society, 
Muskoege, Okla., May 8th, 1933 


MUSKOGEE, OKLAHOMA, OCTOBER, 193 


NUMBER 10 


Among conditions which predispose to 
rhinitis are: 

(a) Sudden changes in temperature 
and humidity. Chilling of the mucous 
membrane of the upper respiratory tract 
causes a vasoconstriction and later a com- 
pensatory congestion and infiltration. This 
interferes with the normal function of the 
nose. Continued dry cold does not cause 
harm as illustrated by the absence of colds 
in the inhabitants of the Northlands 
where the temperature remains low and 
the humidity high. 

(b) Modern steam or hot air heated 
houses and poor ventilation are respons- 
ibe for many colds in the cities. 

(c) As a rule children are more sus- 
ceptible to chilling as they have a rela- 
tively larger body surface in proportion 
to their bulk. Children are subject to 
colds due to improper dress, either too 
much or too little, more commonly the 
former. They are heavily covered at night, 
tied in and before morning they get hot, 
perspire, and finally succeed in getting rid 
of the excessive cover, and then they chill. 
Maybe once would not hurt but each night 
the mother continues the same procedure 
and before many nights go by she has 
succeeded in giving her youngster a nice 
cold. 

(d) Swimming pools are, of course, 
wonderful aids in spreading colds and 
other infections. The youngsters congre- 
gate, cough and expectorate over each 
other and then improperly dry their hair 
and bodies, then go home in an open car 
with lots of draft. 

(e) In some schools the children go 
from room to room or from building to 
building and in their haste forget to put 
on coats or hats and with a variance of 
temperature of 75 degrees in the school 
room to say 40 or 50 degrees out of doors, 
they take cold. 


(f) In summer the picture shows are 
cooled by artificial means and are com- 
fortable while inside but after the show 
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the sudden change in temperature often 
helps stir up a coryza. 

(g) Frequent attacks in children are 
often due to hypertrophied and diseased 
adenoid tissues in the throat. These har- 
bor infection and tend to make the mucous 
membrane more susceptible to infection. 
Other defects such as nasal polypi or de- 
viated septa, hair lip or cleft palate, lower 
the resistence to infection. 

(h) Then, too, we have our colds from 
external irritants, such as dust, gas, 
chemicals or smoke. These produce a hy- 
peremia of the mucous membrane with a 
reduction in function. This leads us to 
another type of cold and that is the al- 
lergic or sensitive nose which is excited 
by certain pollens. This type is more com- 
mon in summer than winter. 

It is known definitely that colds are 
easily transmitted from person to person 
by direct contact. Thus it is a bad prac- 
tice to take children into crowds and con- 
gested places. This accounts for many 
colds around Christmas time when the 
mothers take the kids to ‘Kresses.”’ 

Some of the eminent doctors of Vienna 
claim that colds are due to clogging of the 
system with resulting constipation. Of 
course, the cure for this is yeast. 

Rhinitis is also a forerunner of most of 
the exanthematas: measles, scarlet fever 
and diphtheria practically always have 
some congestion of the mucous membrane. 
In syphilis we have a rhinitis which is 
quite chronic and the mother explains to 
the doctor that the baby has had a cold 
since birth. 

The symptoms of colds are often slight 
but there is practically always a sense of 
discomfort. The onset is usually quite 
sudden and there is a generalized feeling 
of malaise. The appetite is lost or nearly 
so. This is particularly true in babies, for 
as the nose becomes blocked the act of 
nursing becomes quite complicated, since 
they have to breathe through the mouth. 
Accordingly they are unable to take the 
normal amount of food. In the same way 
they are not able to take enough water 
and the water equilibrium is disturbed 
and in this way the body temperature is 
increased. The swallowing of the mucus, 
and they will not spit it up, upsets the 
stomach and interferes with digestion. 


Due to the shortness of the eustachian 
tube the middle ear is often involved due 


to direct extension. This may be mild, and 
disappear in a few hours or it may sup- 
purate and open itself or have to be open- 
ed. 

Then too, the sinuses are more or less 
involved in most of the acute head colds. 
I do not mean to say that all colds cause 
sinusitis but after repeated insults there 
is no reason why the sinuses cannot and 
do not show pathological changes. Chil- 
dren do have relatively larger openings 
from the sinuses and thereby are probably 
afforded better drainage than adults, thus 
avoiding a lot of dangers of sinus infec- 
tion. 


In addition to sinusitis and otitis media 
there are other complications such as mas- 
toiditis, laryngitis, bronchitis, conjunctiv- 
itis, tracheitis and broncho-pneumonia. 
The prognosis of which depends upon the 
resistance of the patient and the virulence 
of the invading organism together with 
the proper treatment. 

Every case of rhinitis should be regard- 
ed as infectious and should be so treated. 
There is as far as I am able to learn no 
specific yet for colds. These few general 
points may be noted. 


In a child the economic question does 
not arise and we can without hesitancy 
recommend absolute rest in bed, with 
strict isolation. If we can get warm, moist 
air, that is the best, but I do not advise 
cold air even if it is fresh. I prefer that 
the windows be closed at night and if ne- 
cessary have some heat on in the room. 
The cold air tends to irritate the already 
inflamed mucous membrane. Further- 
more, I believe in this treatment for pneu- 
monia. The temperature of the room 
should be between 65 and 70 degrees with 
no drafts. 


It is important to push plenty of fluids, 
water, citrus fruits and alkalis. Elimina- 
tion should be maintained but the child 
should not be purged. 

Locally one may use mineral oil and 
ephedrine or adrenalin to shrink the muc- 
ous membrane. Antiseptic solutions such 
as argyrol and neosilvol are also of value. 

The diet should be nutritious but not 
too concentrated or too hard to digest. 


There are many drugs used by mouth, 
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all of which have their following. The 
chlorine method had its fling but nothing 
is said about it now. Vaccines are used 
but not advocated during an acute attack. 
Their place seems to be that of a prophy- 
lactic measure. 

That brings us to the point, we should 
try to develop immunity to colds in our 
children from birth. We should practice 
prophylactic medicine on all the children. 
If possible, a baby should have mother’s 
milk. If conditions arise whereby this is 
not practical or possible, a formula well- 
balanced with proteins, carbohydrates and 
minerals should be fed regularly. Much 
has been said about the vitamins and until 
we prove they are the bunk we should go 
ahead and include them in the diet. The 
cod-liver oil and Haliver oil give the vita- 
mins A and D. Fruit juices C, vitamin B 
is supposed to be in cow’s milk. With the 
right diet the baby should have the proper 
elimination. «./| 

Always keep the baby away from in- 
dividuals with cold because they are con- 
tagious. Avoid drafts and advise against 
taking the baby out in the night air. 

During the summer months it is a good 
idea to give systematic sun baths and in 
the winter the use of the ultra-violet helps 
build up resistence to respiratory infec- 
tions. Cold showers if begun during the 
warmer months and continued throughout 
the colder months also help build up re- 
sistence. The proper amount and kind of 
clothing and the use of a little judgment 
in dressing a child helps to avoid colds. 
Too much clothing, or cover at night, is as 
bad as too little. The right temperature 
of the house or the school room is very 
important. 


In older children, who are susceptible 
to colds, the clearing up of all foci of in- 
fection such as tonsils, adenoids, and teeth 
help give the child more resistence. Vac- 
cines if given with discretion and judg- 
ment often are of value and may at times 
give wonderful results. 

Rest and sleep are essential to the well- 
being of all children of all ages and this 
is especially true in regard to colds. But 
if parents pay proper attention to diet, 
clothing, heat and ventilation, sleep and 
rest, elimination and recreation, they are 
doing their best to build up resistence and 
give their child an immunity to colds. 


PRENATAL CARE 


W. A. DEAN, M.D. 
TULSA 


In selecting this subject, “Prenatal 
Care,” it was done so advisedly and with 
no apologies to anyone, for it is one part 
of the practice of medicine which is sadly 
neglected. Especially, is it neglected by 
the general practitioner and the country 
physician, who can’t or don’t sufficiently 
encourage their pregnant cases to come in 
for regular and repeated examinations 
during the entire time of carrying their 
babies. 

Let me encourage the education of our 
women to the importance of an early 
selection of the physician to be in charge 
so that she may be under his constant 
care. In so doing, and after repeated ex- 
aminations, no one can question the bet- 
ter condition these women will be in for 
delivery, and our morbidity and mortality 
rates will show an immediate lowering. 
However, do not misunderstand me—that 
is not the panacea for lowering these 
rates; it helps. A large percentage is from 
the improper handling of these cases at 
the time of delivery. 





This being a paper on prenatal care, it 
may be somewhat out of order for the fol- 
lowing remarks. But in the handling of a 
case the idea is: if you are attempting to 
use asepsis in the strictest sense of the 
word, don’t sterilize your hands, use 
sterilized instruments and gloves, then 
contaminate same. If that is done then 
you are wondering why your patient de- 
veloped an elevation of temperature or 
septicemia. 

Regarding the first visit of patient to 
your office; give the patient as thorough 
an examination as it is in your power to 
do. Have the patient completely disrobe 
and properly draped so you will have free 
access for a meticulous examination. With 
her on your examining table, start with 
the head and work down, looking for every 
point of a possible foci of infection which 
may be: ears, nose, sinuses, tonsils, teeth 
and thyroid. Every physician in checking 
over the heart and lungs should be able 
to discover whether or not there is any 
pathology in these organs. 

Referring first to the heart, if a lesion 
exists: Pardee’ says, “Whether or not to 
allow a woman with heart disease to go 
through pregnancy depends on a prog- 
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nosis.” The majority of obstetricians and 
general men are not able to make proper 
prognosis. We owe it to our patients and 
their families, in having one of our com- 
petent cardiologists make this prognosis: 
if he deems it safe to allow her pregnancy 
to continue; it should be his responsibility 
to watch this heart throughout pregnancy 
and labor. 

Second: Wherever a tubercular condi- 
tion is suspected or known to be present, 
White’ feels that pregnancy should be 
allowed to continue in mild tuberculous 
women, where the condition has been in- 
active for two years or when the woman 
is quite desirous of having a child. It is 
the essayist’s opinion, that knowing of the 
presence of a tubercular condition in a pa- 
tient, she in turn should be under the su- 
pervision of a lung specialist. Again quot- 
ing White’, he says, 50% of the children 
born of tuberculous women die each year.” 
Bullock’s' sign of pregnancy early in tu- 
bercular women can be used to great ad- 
vantage. It is in brief as follows: An arti- 
ficial acetonuria is found after eight or 
nine hours of fasting, following a meal 
rich in fat; while in non-pregnant women 
forty-eight hours are required to obtain 
this result. 

The borderline between health and dis- 
ease is narrowed down when the cardi- 
ologist and specialist, in tuberculosis, work 
hand in hand with the obstetrician and 
those who do obstetrics with general prac- 
tice. 

No physical examination is complete 
until an exhaustive physical examination 
has been made, checking liver, gallbladder 
and spleen for enlargement; kidneys, pel- 
vic organs and rectum for possible foci of 
infection that might be present and can 
safely be eradicated without undue shock 
to the pregnant uterus. Watch out care- 
fully for any veneral disease; when found 
it should be intelligently and thoroughly 
treated. That is where educating our wo- 
men to early prenatal care will give you 
time for eradicating or arresting any dis- 
ease or foci of infection. 

Toombs’ says, “Fowler, studying the 
records of 600 private cases, found focal 
infection in 42 2-3% ; 75% of these women 
showed excessive vomiting; all the cases 
of late toxemia; 80% of threatened, and 
71% of actual premature terminations of 
pregnancy.” He goes further to say that 
F. S. Kellogg observed 12% of parturient 
women, who had manifested toxemia dur- 
ing pregnancy, had febrile temperature 


after delivery; and no less than 25% of 
eclamptics ran an elevated temperature 
after delivery. This was following vari- 
ous forms of delivery, so it could not be 
traced to puerperal infection, thus point- 
ing toward a systemic infection existing 
before labor began. Perhaps why more 
are not affected carrying these foci of in- 
fection is because they have developed a 
temporary immunity. In spite of this 
immunity, when her metabolism becomes 
unbalanced she loses this resistence to the 
poisons. 

Whatever may be said or written on the 
toxemias of pregnancy it will be of no 
avail to our pregnant women toward re- 
ducing our mortality and morbidity rates 
unless those doing obstetrics search out 
these foci of infection in the early pre- 
natal stage, and eradicate all that can 
safely be done, and institute medical care 
as the condition requires. By so doing the 
mother and fetus will fall victim to the 
least possible amount of poison, thereby 
giving both a greater chance towards life 
and health. 

As all prenatal cases require and should 
demand periodic examinations during the 
entire pregnancy, one of the most essential 
examinations is the blood pressure read- 
ing. In most writings you read regarding 
the taking and interpreting of readings, 
but very little is said about the diastolic 
reading. Invariably the systolic is the 
reading taken under consideration. In 
diagnosing a toxic state in our patients, 
allow me to stress to you the very great 
importance of the diastolic reading. In my 
opinion, and others, it can safely be said 
that as long as you keep your diastolic 
pressure under 90 mm. even though the 
systolic pressure rises above 140 mm. your 
fear of eclampsia developing can be great- 
ly reduced. Don’t misunderstand me, it is 
possible but not so probable that eclamp- 
sia will develop with a diastolic reading of 
90 mm. or less, and a high systolic read- 
ing of 140 mm. or above. Your patient is 
a potential eclamptic and measures should 
be instituted at once to lower that dia- 
stolic pressure. The writer’s aim in this 
paper is to stress the importance of not 
allowing that stage of toxemia to develop, 
by the proper prenatal care. It is admit- 
ted, we all get patients who will not co- 
operate. Do your duty and institute what 
measures you can, and try to educate these 
women to the advantage of proper pre- 
natal care. 

This education, if persisted in by us, 
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will in a few years go far towards reduc- 
ing our maternal and fetal mortality as 
well as morbidity. You may ask what this 
education should consist of: After a care- 
ful physical examination and history tak- 
ing, (allow me to urge every one to keep 
some kind of a form, where a history can 
be kept and physical findings charted on 
each subsequent visit of at least once a 
month, with blood pressure, urinalysis and 
any complaints or findings you wish to 
record), vou should urge the thorough 
care of the teeth, gums and throat, the 
proper diet which will be laxative in na- 
ture, contain our important vitamins; 
foods that are nourishing yet will not pro- 
duce too much gain in weight; or that is, 
not quite a pound a week throughout the 
ten lunar months. Stress the importance 
of suitable dress, both as to weather and 
constriction of the body. Sunshine, walk- 
ing, free consumption of water and milk 
are all conducive to the very best of 
health; frequent bathing with warm 
water; however, it is known that tub 
baths in the last few weeks of pregnancy 
invite infection into the uterus. Advise 
against sitting baths and recommend 
sponge or shower baths for at least the 
last month of pregnancy. 

Where labor is drawing near, it is the 
physician’s duty to make abdominal ex- 
aminations frequently in order to know 
the exact position of the fetus. Where not 
favorable to a cephalic presentation at- 
tempt to make it so, or at least see that 
your patient doesn’t get started in labor 
with a transverse or other position impos- 
sible of delivery. Many a life could have 
been saved if the baby’s position had been 
changed at the patient’s last visit to her 
physician. 

Just a few more remarks that can well 
be included in routine of proper prenatal 
care; that is the care of the skin, breasts 
and the type of shoe to be worn. When a 
woman becomes pregnant her breasts, as 
a rule, grow, especially primiparae. These 
should be supported with correct fitting 
brassiere to prevent possible losing of tis- 
sue support, which if not aided, will 
stretch and produce pendulous breasts. 
Fat being deposited at varying points over 
the body causes an overstretching of the 
skin, causing it to break, leaving the wo- 
man marked for life. She should be in- 
structed to daily massage this tightening 
skin, thereby avoiding greatly this skin 
breaking. 

It is pitiful to behold a young pregnant 


woman tripping down the street with high 
heeled shoes on and the more so, the fur- 
ther along in her pregnancy. She is in 
constant danger of falling and causing 
premature separation of the placenta, with 
premature delivery or death of child in 
utero. The further along the pregnancy 
goes the more she has to throw her 
shoulders back and the harder it is to 
watch her step. 


In conclusion, someone, whom the 
writer is unable to recall, has advocated 
the reduction of salt intake the last two 
months of pregnancy and instituting calci- 
um and cod-liver oil; claiming that it al- 
lows an easier diability of the cervix dur- 
ing labor, therefore appreciably shorten- 
ing the first stage. 
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TREATMENT OF ADDISON’S DISEASE WITH 
AN EXTRACT OF SUPRARENAL 
CORTEX (CORTIN) 


Frank A. Hartman, George W. Thorn, L. Max- 
well Lockie, Clayton W. Greene and Byron D 
Bowen, Buffalo (Journal A. M. A., March 5, 
1932), report seven cases of Addison’s disease 
treated with cortin. Three represented the severe 
stages of the disease and four others presented 
less severe aspects of the syndrome. Conclusive 
evidence is furnished that an extract of the 
suprarenal cortex prepared by the ether-alcohol 
method is affective in alleviating the symptoms 
of Addison’s disease. The requirements of dif 
ferent patients for cortin vary over a wide range, 
depending no doubt on the degree of suprarenal 
insufficiency and also on individual variation, It 
has been found in animals with complete supra- 
renalectomy that the amount of cortin required 
to keep them in good condition varies consider- 
ably. This variation exists even under optimun 
conditions, but with infections, trauma and exer- 
cise much more cortin is needed. When the re 
quirements are not great, the doses not only are 
small but need not be given frequently. As the 
patient’s demands for cortin increase, the dosages 
must be stepped up both in quantity and in fre 
quency, as is necessary, for example, in infec 
tions or in trauma. This obtains in animals and 
seems to be true in man. The daily total re- 
quirements both in man and in animals seem to 
be less if the dosage is frequent. 
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ABNORMAL UTERINE BLEEDING— 
(OBSTETRICAL) 


E. P. ALLEN, M.D. 

OKLAHOMA CITY 

There is nothing that excites a patient 

more than the appearance of blood. We 

have ante-partum and post-partum hemor- 

rhages — hemorrhages from incomplete 

abortions, retained placenta, placenta 

praevia, abruptio placenta, ectopic preg- 
nancy, ete. 


Abortions are divided into clean or 
spontaneous, and infected. In clean abor- 
tions they are complete or incomplete. Dr. 
Litzenberg divides abortions into early, 
intermediate and late stages. He states 
that 25% of all pregnancies end in abor- 
tions. He also states that the common 
alleged causes, such as; trauma, displace- 
ments, tumors, etc., are relatively unim- 
portant. The real causes are much more 
important. He thinks that death of the 
fetus in utero is the cause of most abor- 
tions, and this in turn is due to defects 
in the ovum or its environment (endo- 
metrium, decidua or placenta). If the 
cause is in the ovum itself it is due to in- 
ferior vitality of the ova or spermatozoa, 
which may be attributed to poor general 
health, venereal disease, toxins, infection 
and disturbed endocrines. If the cause is 
due to environment, a great majority can 
be traced to abnormality of the endome- 
trium, decidua and the placenta, as for 
example; first, infections (deciduitis from 
previous endometritis) ; second, infectious 
diseases; third, focal infections; fourth, 
toxins. It has been proven by Hofbauer 
and others that lead, mercury, arsenic and 
bacteria will produce death of the ovum 
and pathological lesions that are quite 
similar to those of early toxemias. There- 
fore, it seems that in searching for the 
real cause of abortion, one should consid- 
er defected germ plasm as much more im- 
portant than the things we have always 
taught, such as; trauma, misplacements, 
tumors, ete. 





In Dr. Litzenberg’s classification of 
abortions he considers the first stage as 
the decidual stage or the first six weeks 
of pregnancy where the ovum has no at- 
tachment to the uterine wall. It lies en- 
tirely within the decidua. The second 
stage, he calls the attachment stage. Dur- 
ing this six weeks the villi gradually at- 
tach the ovum to the uterus until at three 
months the placenta is definitely formed. 


The third stage, he calls the placental 
stage which extends from the twelfth to 
the twenty-eighth week, which is the peri- 
od of viability. 

The treatment of abortions depends to 
a certain extent on the stage. Early abor- 
tions are often complete, and, as a rule, 
there is very little hemorrhage, the entire 
ovum being expelled spontaneously. How- 
ever, I would like to suggest here that the 
uterus at this time is a hot bed for infec- 
tion, and, in my opinion, this is one reason 
why the professional abortionist often 
loses his patient when he gets an infection. 
The second and third stages of abortion are 
the ones which give us most trouble from 
uterine hemorrhage, because the fetus 
may be expelled and the placenta remain 
as a foreign body to cause bleeding. In 
this case the abortion should be consider- 
ed as potentially infected and the uterus 
should be emptied. Often, however, if we 
would put our patient to bed, elevate the 
head of the bed and give small doses of 
pituitrin or morphine, the uterus in a 
great majority of cases will empty itself. 
If hemorrhage is profuse, then the uterus 
should be emptied surgically, and by surg- 
ically I should suggest that there are only 
two instruments to use in emptying the 
uterus, especially if the pregnancy is less 
than twelve weeks. For the past ten or 
fifteen years I have been following the 
method of Dr. C. Jeff Miller of New Or- 
leans, who says that the uterine curette 
should be placed in the museum as a 
curiosity for the future generations. He 
uses nothing more than his fingers and a 
sponge holding forcep. 


If the patient is not bleeding and the 
cervix is not dilated, put her to bed, give 
morphine, and leave her alone. If, how- 
ever, a woman has been to a mid-wife or 
so-called professional abortionist, and she 
has an elevated temperature and the cer- 
vix is closed, keep out of that uterus. If 
she is bleeding, pack the vagina with gauze 
which has been soaked in 4% mercuro- 
chrome. Give her morphine for her pain, 
treat her systemic condition; forty-eight 
hours later remove the pack and the uter- 
ine contents can then be removed, as above 
described, with a sponge holding forcep. 
Then the temperature will immediately 
drop and your patient will have at least 
sensitized herself, and her chances for re- 
covery will be much better than if the 
uterus had been invaded with instruments. 
In these cases morphine should always be 
given for pain and ergot in small doses 
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should be given for 4 to 5 days following 
complete emptving of the uterus. Any 
hemorrhage following threatened or in- 
complete abortion should be controlled 
with a thorough vaginal pack without in- 
vading the uterus. 

Hemorrhage from placenta praevia is 
entirely a different proposition and Pot- 
ter says that the type of placenta praevia, 
whether it be marginal, lateral or central, 
makes no difference and one cannot judge 
the amount of hemorrhage that a woman 
may have, regardless of the type of pra- 
evia. In my experience I admit that I 
have been unable to diagnose one type of 
placenta praevia from another. Therefore, 
Il agree with Dr. Potter, that one cannot 
predict the seriousness in these cases, and 
I feel sure that the proper procedure is to 
deliver the case as soon as the diagnosis 
is made. 

From the beginning of pregnancy the 
cervix becomes softened from below up- 
ward so that at seven and one-half months 
the cervix is open enough to admit the 
index finger. Often the first symptom 
which occurs is a sudden gush of blood 
which is due to separation of the placenta 
from a little area due to softening of the 
cervix and the intensity of uterine con- 
tractions. In other words, slight uterine 
contractions and partial separation of the 
placenta are the causes of the painless, 
causeless gush of blood. As a rule, the 
diagosis should be made on the history 
and one should not make a vaginal or 
rectal examination until he is ready to do 
something. Some of our enthusiastic re- 
search workers are experimenting on the 
diagnosis of placenta praevia now by in- 
jection of lipiodol into the amniotic sac 
and later taking an X-ray picture which 
they claim shows in a fairly definite way 
the outline of the placenta. This has not 
been perfected and I am sure it is not a 
procedure that we should tackle here. 


Morphine will come nearer controlling 
hemorrhage from placenta praevia before 
the uterus is emptied than any other drug, 
because, if given in large enough doses, 
it stops the uterine contractions by its 
paralytic action on the central nervous 
system. I am sure that we have all observ- 
ed that sometimes morphine in smaller 
doses stimulates the uterine contractions 
and hastens delivery. This is due to the 
fact that small doses of morphine act as 
a stimulant instead of a depressant to the 
central nervous system. (Sollman, Solis 
Cohen). 


The patient should be sent to the hos- 
pital and delivered as soon as one is rea- 
sonably sure that the diagnosis is made, 
unless she is willing to do what you want 
her to do to get a viable baby. The more 
the patients spills or bleeds the less chance 
one has of saving the baby. The indica- 
tions for operation are: 

1. Period of viability. 
2. Amount of blood loss. 


3. Condition of the cervix 

(amount of dilatation). 

As a rule transfusion should be done 
before any surgical procedure is attempt- 
ed. Remember that placenta praevia pa- 
tients are the worst surgical risks with 
whom a surgeon has to deal. The oper- 
ative treatment consists of: 


1. Packing the cervix with gauze. 


~ 


2. The Voorhees bag. 


~y 


Caesarean section. 
1. A thorough packing of the 
uterus after delivery. 

Abruptio placenta, ablatio placenta, 
premature separation of placenta and ac- 
cidental hemorrhage are names for the 
same condition and it is sometimes very 
difficult to differentiate from placenta 
praevia, but the symptoms are: 

1. History of trauma—more or 
less rare. 


bo 


Sudden uterine pain at the 
placental site with faintness, 
pallor and cold sweats. 
3. At first a drop in pulse and 
then an increase in pulse rate. 
1. Tender, tense uterus that is 
rapidly increasing in size. 

5. Fetal movements cease, the 
baby cannot be outlined by ab- 
dominal palpation, there are 
no fetal heart tones, and the 
mother presents a general pic- 
ture of being desperately ill. 

As a rule, one can get a history of 
toxemia of pregnancy, nephritic or pre- 
eclamptic in origin. There may or may 
not be hemorrage from the vagina. 

The treatment depends on: 

1. Whether or not we have a live 
baby. 


to 


Primiparae or multiparae. 
If a primiparae and a live baby, a blood 
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transfusion and caesarean section should 
be done at once. If the baby is dead it 
should be treated with a tight binder, 
rupturing the membranes, insertion of a 
Voorhees bag, and craniotomy and eviscer- 
ation, if necessary. 

In a multiparae simple rupturing of the 
membranes with a gauze packing and the 
insertion of a Voorhes bag as in placenta 
praevia, in addition to the tight abdominal 
binder, and the administration of small 
doses of pituitrin and rather large doses 
of morphine. 

The best indications that I know for im- 
mediate operation are: 

1. A drop in the blood pressure. 
2. A drop in the percentage of 
haemoglobin and number of 

red blood cells. 

3. A marked rise in the pulse 
rate. 

The cause of post partum hemorrhage 
is bad management of the third stage of 
labor. There are three physiological acts 
in the third stage: 

1. Separation of the placenta. 
2. Expulsion of the placenta. 
3. Retraction or complete hemas- 
tasis. 
The signs of separation of the placenta 


1. Descent of the cord. 
Rise of the fundus. 

3. Change in the shape of the 
fundus and appearance of 
blood in the vagina. 

Until these signs are observed, one 
should play hands off. We are in the habit 
of giving one ampoule of pituitrin as soon 
as the baby is born, then wait for the 
above signs, to repeat; descent of the cord, 
rise of the fundus, and change of shape of 
the fundus and appearance of the blood 
in the vagina. Then gently Crede the fun- 
dus and the placenta will be delivered 
without difficulty. When there is a ten- 
dency toward a profuse bleeding after the 
baby is born, one must not wait too long 
to remove the placenta manually. Pro- 
crastination here is often disastrous for 
these patients will lose too much _ blood 
very quickly, and they sometimes even 
bleed to death. If the hemorrhage does 
not cease following the administration of 
pituitrin and manual removal of the pla- 


centa, then the uterus should be thorough- 
ly packed at once. Polak says that no wo- 
man should be allowed to bleed to death 
as long as a man is on the job and has his 
wo hands with him. One hand can be in- 
serted into the uterus while the other 
hand makes pressure on the fundus and 
hemorrhage controlled in this way. We 
have one condition, however, known as 
placenta accreta, where the placenta is 
grown into the muscularis of the uterus 
and its complete separation is impossible. 
In this case, if a thorough packing will not 
control the bleeding, then Bland says that 
the uterus should be removed by hysterec- 
tomy. This is a radical procedure and one 
never knows when it is indicated until the 
patient’s condition is such that a major 
operation of this nature would be hazard- 
ous. So far as I know, I have encountered 
only one such case. This was where we 
had made a diagnosis of placenta praevia 
and during the caesarean section we found 
that it was impossible to remove the 
placenta except by dissecting it off of the 
side of the uterine wall. We were fortun- 
ate in controlling hemorrhage here by a 
mercurochrome pack. However, this pa- 
tient was also suffering with an undiag- 
nosed Vincent’s infection of the mouth 
and later developed an abscess of the lung 
from which she died about ten days fol- 
lowing the operation. 

Since the administration of pituitrin has 
become so popular, we feel that sometimes 
a retained placenta is due to a constric- 
tion of the lower segment of the uterus 
or Bandel’s ring. I have been in the habit 
of giving adrenalin, 5-10 mm., with the 
hope that the uterus would relax and the 
placenta could then be removed. My re- 
sults in this have not been very satisfac- 
tory, and | think it is because I have not 
given adrenalin in large enough doses. 
However, in looking up literature on this I 
find Wright states that the uterus receives 
both motor and inhibitory nerve fibers 
from the sympathetic or thoraco lumbar 
and that it does not receive fibers from 
the parasympathetic. 

He states that adrenalin inhibits uter- 
ine contractions both in the virgin and 
pregnant uterus. It acts on the myo-neu- 
ral junction of the post ganglionic fibers 
of the sympathetic nerves. 

Cushny and Solis Cohen say that adren- 
alin relaxes the non-pregnant uterus and 
stimulates the pregnant uterus. When the 
hemorrhage from a retained Bandel’s ring 
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is alarming, profound anaesthesia with 
ether or chloroform and a manual removal 
followed by a thorough packing of the 
uterus is essential. 

I have seen two women die from post 
partum hemorrhage immediately follow- 
ing the expulsion of a normal placenta. | 
thing both of these cases were cases in 
which the placenta was inserted in the low- 
er segment or inactive portion of the uter- 
us, and as we know that there are no re- 
traction fibers in the lower uterine seg- 
ment, there was no way of nature con- 
trolling the hemorrhage. Anyone who has 
ever tried to pack a paralyzed or a non- 
contractile uterus immediately following 
delivery knows that it is almost impossible 
because it is so flabby and does not re- 
spond to any form of uterine stimulant. 


Sometimes our most dangerous and pro- 
fuse post partum hemorrhages are caused 
by the atonic uterus where a patient has 
been allowed to remain in the second stage 
of labor so long that the uterine muscles 
become absolutely paralyzed and after the 
placenta is removed it does not contract 
and retract. 

Ordinary hemorrhages can be controlled 
by making pressure on the fundus with 
one hand and with a folded vulva pad 
pressing against the perineum with the 
other hand. If one will hold the uterus in 
this manner for three to five minutes the 
hemorrhage in most cases will be control- 
led. 

We must not forget the possibility of 
post partum hemorrhage from other 
sources than the uterus. For example; 
from lacerations of the vagina, cervix or 
vulva. These can be easily detected and 
repaired if one is prepared for a thorough 
inspection. In fact, we are recommending 
now that all cervical lacerations be re- 
paired immediately following delivery. 
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ESTIMATION OF CARDIAC AREA IN CHILDREN 


Paul C. Hodges, Wright Adams and Wayne Gor 
don, Chicago (Journal A. M. A., Sept 16, 1933) 
point out that roentgen examinations conducted for 
the purpose of finding out whether the heart of a sick 
child is enlarged presume a knowledge of the normal 
size of the heart of that child. Tables and formulas 
exist for predicting the normal size of the heart from 
the height and weight in adults, but there has been 
need for similar equations for children. As the re 
sult of teleoroentgenographic studies on 169 carefully 
selected normal children ranging in age from about 
years to about 19 years, such an equation has been 
developed. It reads: F—0.180H+1.045W+13.7. A 
table is published by means of which estimates of the 
normal size of the heart can be made rapidly without 
computations. 


ECTOPIC PREGNANCY AND ITS 
TREATMENT 
R. B. Gipson, M.D. 
PONCA CITY 





The term ectopic pregnancy, or extra 
uterine pregnancy, for these terms are 
used synonymously, means all pregnancies 
which occur outside the uterine cavity. 
Such as tubal, ovarian, abdominal, preg- 
nancy in adenomatous growths far from 
the uterine cavity, and a very rare case of 
pregnancy which occurs in the cervix, also 
Dean W. Hart reported a very interesting 
case of uterus unicornis with rudimentary 
left uterus, and right ectopic. 

Riolamus in 1604, was the first to de- 
scribe definitely a case in which the foe- 
tus was found in the fallopian tubes. As 
far back as 1594, Primeron operated a 
woman and found a dead foetus in a cyst, 
which had formed near the umbilicus. 
Many such operations were performed at 
long intervals, but Lawson Tate in 1883, 
was the first to operate deliberately on a 
case of tubal rupture. 

This condition is one which in my opin- 
ion is very important for it is not very 
rare, and is one that I consider a _ real 
emergency. Shuman estimated that at 
least one tubal pregnancy occurred to 
every 300 normal pregnancies. My reason 
for saying that this is an important sub- 
ject is, if we can recognize these cases 
early, and institute proper treatment we 
can save nearly all of them, but if we fail 
to diagnose them we often fail to give 
them proper treatment, and the patient is 
lost because of our mistakes. For this rea- 
son this paper will emphasize more es- 
pecially the diagnosis of this condition. 

ETIOLOGY 

The etiology is some abnormal interfer- 
ence with the migration of the ovum from 
the ovary to the uterus. The conditions 
which interfere are, salpingitis which 
causes. destruction of the cilia; adhesions 
from inflammation originating within the 
tube or outside, which may distort the 
tube by bending or pressure so as to par- 
tially obstruct its lumen: Tumors either 
in the wall of the tube, or arising from 
other structures adjacent may cause pres- 
sure which narrow the lumen of the tube: 
Malformation such as spiral twist: and 
diverticulum of the tube, but most cases 
give history of infection or at least steril- 
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ity for a long period of time, which usual- 
ly means salpingitis. 
PATHOLOGICAL POSSIBILITIES 


In order to study the diagnosis we must 
be familiar with the pathological condi- 
tions which might be present; therefore 
will mention and describe them briefly. 


First: Before rupture where the de- 
veloping embryo with its membranes is 
still surrounded by the unbroken tube. 

Second: Intraperitoneal rupture with 
single moderate hemorrhage. In this con- 
dition the blood drains into the culdesac 
of Douglas. Adhesions form over this 
blood filled cavity which shuts it off from 
the remaining part of the peritoneal cav- 
ity, and forms a condition known as pelvic 
hematocele. This blood may be gradually 
absorbed with very little disturbance or 
may require drainage, and the very early 
embryo is also cast off from its nourish- 
ment, and is usually absorbed without 
causing further trouble. 

Third: Intraperitoneal rupture with re- 
peated moderate hemorrhage. In this con- 
dition we have the membranes remaining 
partially within the broken tube, and the 
extruded embryo continues to grow, but 
causes trouble later. The first hemor- 
rhage leads to a pertioneal exudate, and 
adhesions which bind together the ad- 
jacent parts, and we have the blood mass, 
the broken tube, and growing embryo sur- 
rounded by a wall of exudate and adher- 
ent intestines which lessen the danger 
temporarily. This process of rupture fol- 
lowed by nature’s kind protection may oc- 
cur several times, provided the patient 
does not succumb to severe hemorrhage, or 
peritonitis. We find in this class of pa- 
tients a gradually increasing mass ac- 
companied by frequent attacks of pelvic 
pains and marked tenderness. These are 
often mistaken for ordinary pelvic in- 
flammation, because of the fact that the 
hemorrhages are not severe enough to 
produce the ordinary symptoms of hemor- 
rhage such as, rapid pulse, pallor, thirst, 
ete. 

Fourth: Intraperitoneal rupture with 
profuse hemorrhage. In this condition we 
have free rupture of the tube with enor- 
mous amount of blood being poured out 
into the peritoneal cavity with all the 
symptoms of internal hemorrhage. 

Fifth: Tubal abortion. This is the ex- 
pulsion of the fertilized ovum through the 
end of the tube into the abdominal cavity, 


this being capable of forming a secondary 
abdominal pregnancy. 

Sixth: Rupture into the broad ligaments 
in which the break of the tube will take 
place between the folds of the broad liga- 
ment and if the extruded embryo contin- 
ues to grow it forms a broad ligament 
pregnancy. 

Seventh: Interstitial pregnancy or preg- 
nancies which occur in the wall of the 
uterus, though outside of the uterine cav- 
ity, this being the interstitial portion of 
the tube. In this form rupture usually does 
not take place as early as in the ordinary 
form, and may be capable of rupturing 
into the uterine cavity, and terminating in 
a normal intra uterine pregnancy. 

Eighth: Ovarian pregnancy where the 
developing ovum is found within the 
ovary. 

Ninth: Wandering pregnancy where 
the growing ovum is found in the peri- 
toneal cavity without any apparent con- 
nection to the tubes, uterus, or ovary. 
Such a pregnancy mass may be attached 
to, and receive blood supply from various 
structures. 

Tenth: Extra uterine pregnancy, car- 
ried to near term in this condition the 
membranes remain attached to the tubes, 
and receive nourishment there, while the 
foetus develops in the peritoneal cavity, 
or the embryo and membranes may be ex- 
pelled from the tubes, and find attach- 
ment and receive nourishment from any 
adjacent structures; one case reported 
where the attachment was to the liver. 

DIAGNOSIS 


Before rupture of the tube or hemor- 
rhage into it, diagnosis is very rarely cor- 
rectly or positively made. Of course with 
history of long period of sterility, as miss- 
ing menstruation with nausea and vomit- 
ing, with slight pain on one side, and with 
the palpation of a mass in the region of 
the tube one can be suspicious of ectopic, 
but this mass can resemble so closely a 
loop of intestines or engorged ovary or 
enlarged tube from infection, and the 
uterus will reveal all the symptoms of a 
normally pregnant uterus, that one can- 
not differentiate it from a normal intra- 
uterine pregnancy; however, with the 
above symptoms one can observe the pa- 
tient very closely, and with the death of 
the ovum, or soon after she will start 
menstruating which continues for longer 
than normal period with no clots, or chor- 
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ionic villi, but only decidua passing, with 
a positive Aschheim-Zondek test, one can 
be sure he is dealing with ectopic preg- 
nancy, and this lady can be operated be- 
fore she has a complete rupture with the 
grave symptoms of internal hemorrhage. 

Rupture with repeated moderate hemor- 
rhage is probably the type which is more 
difficult to diagnose, because it can simu- 
late so closely any acute or subacute 
pelvic inflammatory condition, and again 
because the patient is often not alarmed 
about the one symptom which is so im- 
portant ,viz: a sharp pain in her side. She 
is not alarmed because many women have 
some pain during the first months of 
pregnancy, and this pain in many cases 
soon begins to decrease. These attacks of 
pain continue at intervals, and with the 
death of the embryo she will begin to flow, 
so is much relieved because she feels sure 
that she is not pregnant. If we will ob- 
serve a lady with the above history we 
will often find other specia! symptoms, 
which are not pathognomonic, but are 
very suggestive of a tubal pregnancy. 
These symptoms are, missing menstrua- 
tion in a lady who previously menstruated 
normally and gives history of a period of 
sterility. Sudden onset of pain often very 
severe, and often causing collapse for only 
a short time. Bloody vaginal discharge as 
above stated recognized by the patient as 
the return of the normal menstruation, but 
it is not as a rule as free, and does not 
stop in a few days as the normal men- 
struation should, but persists as an irregu- 
lar bloody discharge. Only slight fever; 
however at the onset of the trouble the 
temperature may go up to 102 or even 
higher, but in a few days it will drop. Evi- 
dence of internal hemorrhage which in this 
case may be very difficult to detect, for we 
are dealing now with a condition in which 
we have repeated moderate hemorrhage; 
however we will have some rigidity of the 
abdomen due to the peritoneal irritation, 
and there is usually more pain and ten- 
derness over the point of the hemorrhage. 
Exacerbation of pain without apparent 
cause and with very little elevation of 
temperature. Ordinarily signs of pregnan- 
cies such as, nausea and vomiting, pain 
and discoloration of breast, softening of 
the cervix, and a positive Aschheim-Zon- 
dek test. 

Absence of intra uterine pregnancy, 
which is very difficult to determine un- 
less we resort to a procedure of curret- 
tage, which in my opinion is not a wise 


thing to do, because if we should be deal- 
ing with an inflammatory pelvis it would 
certainly aggravate the condition, and if 
we are dealing with extra uterine preg- 
nancy this may produce serious intra ab- 
dominal hemorrhage; however, this has 
been done by good men for the purpose 
of getting a specimen for microscopic ex- 
amination. 


Rupture with profuse hemorrhage is 
probably the easiest to recognize for in 
this condition we have the typical history 
which has been mentioned above, and is 
very important. With this history, and 
with these attacks of acute excruciating 
pain in the abdomen, nausea and vomit- 
ing, rapid and weak pulse, face blanched, 
nose, forehead and fingers cold, cold 
sweat, respiration short and labored, ab- 
domen rigid and tender, and often dis- 
tended, with dullness on percussion at the 
lowest point, this dullness changing with 
the patient’s position. On vaginal exami- 
nation we find the uterus soft and boggy, 
movable, usually, but causing much pain. 
It may be displaced to one side, but is usu- 
ally not displaced unless it is raised up in 
a sea of blood. There is usually a soft 
fluctuating wall around the cervix, which 
is more marked in the culdesac. 


The white blood count will be about 20,- 
000, the red blood count will be lowered, 
depending on the amount of blood lost, 
but the hemoglobin will not change much 
until about seventy-two hours has elapsed 
from the time of hemorrhage. Puncture 
of the culdesac with a long sharp needle 
will verify diagnosis, but this is usually 
not necessary. About forty-eight hours 
after the hemorrhage the hematoma has 
formed, and then we often have a dis- 
placement of the uterus and a palpable 
mass on one side. 


DIFFERENTIAL DIAGNOSIS 


The differential diagnosis between ec- 
topic pregnancy and several other condi- 
tions such as: Abortions, appendicitis, 
salpingitis, tumor mass, Ovarian cyst with 
twisted pedicle, or other tumor masses, 
angular pregnancy, hemorrhage from 
other causes is very important. 


Time will not permit the discussion of 
all these separately but if we will know 
well the history, and physical findings in 
ectopic pregnancy, | consider that we have 
the greatest aid in the differential diag- 
nosis, for other things may simulate ec- 
topic but very rarely do we have a history 
in these other conditions which exactly 
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fits that of an ectopic pregnancy. Abor- 
tion is probably the most frequent condi- 
tion which we have to differentiate, and 
this can be done almost every time by his- 
tory, for in abortions we have slow or 
quiet onset pains similar to labor, external 
hemorrhage, profuse or moderate, with 
clots, and parts of the ovum passing. The 
symptoms of hemorrhage is proportionate 
to the visible blood, while in ectopic we 
have stormy onset, excruciating pains, ex- 
ternal hemorrhage is slight, no clots, no 
ovum expelled. Symptoms of hemorrhage 
is not in proportion to visible blood, and 
often a mass beside the uterus can be felt. 


In appendicitis we have no signs or 
symptoms of pregnancy, pains which usu- 
ally start around the umbilicus, and later 
localizes in the right side with fever, nau- 
sea and vomiting, tenderness and rigidity 
in higher up, leucocytosis usual, patient is 
flushed and excited, uterus and adenexa 
normal. 


I consider the differential diagnosis be- 
tween ectopic and an ovarian cyst with a 
twisted pedicle is one of the hardest to 
make, for an ovarian cyst with twisted 
pedicle will produce nearly all the findings 
of ectopic pregnancy, but here again if 
we will consider the history we won’t usu- 
ally find, period of sterility, skip of men- 
struation, bloody vaginal discharge. 


TREATMENT 


All cases of unruptured tubal pregnan- 
cies should be operated as soon as they are 
diagnosed, because a dangerous hemor- 
rhage might occur at any moment; how- 
ever, as stated above, these cases are not 
usually diagnosed until after rupture. 


After rupture it was formally consid- 
ered wise by some to wait in some cases 
until the patient began to recover from the 
shock of the first hemorrhage, for it is 
true that only occasionally the first hemor- 
rhage is fatal, but we are unable to tell 
regardless of how closely we watch the 
pulse or blood pressure at what moment 
additional bleeding will take place, which 
might put the patient beyond the reach of 
surgical help. 


The hemorrhage is usually controlled, 
or nearly controlled by the increased intra 
abdominal pressure, the clots which form 
about the rupture, and the lowered blood 
pressure. For this reason I prefer not 
giving intravenous stimulations until the 
abdomen is opened; however, this should 
be started either on the table or immedi- 
ately after the patient is returned to bed, 


as the loss of blood is responsible for her 
condition, there is nothing so helpful as 
transfusion, so this should be done as soon 
as blood is properly matched. 


Ether is the anesthetic of choice as it 
acts as a stimulant for a short period of 
time, so it is not often that a patient will 
succumb if the surgeon will work fast. It 
is during the hours afterwards when the 
combined effects of hemorrhage and post- 
operative shock are at work, that our most 
strenuous effects are indicated. 


In addition to transfusion we should 
give hypodermoclysis of salt solution. Cof- 
fee and salt solution by rectum. Keep the 
patient warm with hot water bottles, give 
morphine as often as necessary to keep 
her quiet. Elevate foot of bed, and give 
other stimulants such as caffeine, sodium 
benzoate, camphor, etc. Auto-transfusion 
has been done in some cases, but is not 
considered as safe as transfusion of fresh 
blood. In advanced cases of ectopic the 
treatment depends on whether the foetus 
is or is not alive. These cases are nearly 
always secondary abdominal pregnancies, 
and in some cases the child will live until 
a false labor starts; however, if we do 
not operate before, or very quickly, often 
this false labor starts, the baby will die, 
and the mother’s life is jeopardized. 

I take this opportunity to report two 
cases : 

Case No. 1: Combined intra and extra 
uterine pregnancy, which is not very often 
seen; however, similar cases have been 
reported. Weibel in 1905, collected about 
119 cases, Penkert found 17 cases in 1912- 
13. 

Case No, 2: Tubal rupture with repeat- 
ed moderate hemorrhage, followed by 
severe hemorrhage. 

Case No. 1: On March 30th, 1933, | was 
called to see a lady thirty-nine years old, 
mother of three children, ages twenty, six- 
teen and twelve, one miscarriage six 
months ago. She had skipped one men- 
strual period, but had been feeling perfect- 
ly well, had been attending a church social 
nearly all day. Came home about 5:00 P. 
M., and as she stepped out of the car she 
had severe pains in abdomen, which caus- 
ed her to hold abdomen with hand and go 
into her home falling across the bed. Her 
husband called me and said his wife was 
cramping as though she was going to 
menstruate, and asked me to send her 
something for the pain, which I did. About 
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two hours later he called asking me to 
come over as quickly as possible, that she 
had fainted. When I got there her pulse 
was good volume—seventy-six, color rath- 
er pale, and she was feeling better, but had 
rather severe pain in abdomen. I had her 
taken to the hospital immediately, saw her 
about one hour later in the hospital, at 
which time she was vomiting, still having 
severe pain in abdomen. 

W. B. C. 20,000; R. B. C. 4,500,000, 
urine negative, no vaginal discharge. Uter- 
us soft, enlarged, movable, but on move- 
ment there was much pain; could not feel 
any mass on either side of uterus. How- 
ever, her pain was more marked on the 
right side. I called consultation, and we 
decided that it would be safe to wait until 
morning to operate. The next morning at 
about 6:00 A. M., the nurse called and re- 
ported my patient to be practically pulse- 
less, and in bad condition, and that this 
had happened almost suddenly. I made 
diagnosis of tubal rupture and hurried to 
operate. On opening the abdomen I found 
an enormous amount of blood, and quickly 
pulled up the uterus, finding the right tube 
ruptured about one inch from the cornea 
of uterus, with products of conception free 
in the abdominal cavity. I took out the 
tube, and as much of the clotted blood as 
possible, getting out as quickly as possible. 
Her condition began to improve immedi- 
ately, and the next day she began to flow. 
On the third she passed a small foetus. 
She flowed about ten days, passing some 
smail clots, and has made a s!ow but satis- 
factory recovery. 

Case No. 2: On December 22nd, 1932, I 
was called to seee a lady because of chest 
symptoms, which I found to be a left low- 
er lobar pneumonia. I sent her to the hos- 
pital, and she was critically ill with this 
condition for eight days, but terminated 
by crisis and made a satisfactory recov- 
ery. However, on my first visit she gave 
history of a bloody vaginal discharge, 
which she thought might be a miscarriage, 
for she had skipped one menstruation. This 
vaginal discharge continued through her 
course of pneumonia, and four or five 
times she had sharp shooting pains in 
pelvis, which required morphine for relief, 
but she did not collapse nor did she show 
signs of hemorrhage. I did not do a vagin- 
al, because I thought if there was an ectop- 
ic pregnancy with repeated small rupture 
any movement of the uterus or bimanual 
examination might produce severe hemor- 
rhage which would be a serious complica- 





tion of pneumonia. On about the four- 
teenth day I allowed her to go home in 
ambulance, but cautioned her to stay in 
bed, for I was suspicious of an ectopic. 
On January twelfth, I was called to see 
this lady, the one calling telling me she 
had severe pain in right side of abdomen, 
and she had fainted. When I reached her 
home I found her in bed screaming with 
pain in right side of pelvis. Pulse rather 
rapid, she was pale, and her abdomen 
rigid. I gave her morphine and sent her 
to the hospital, for I felt sure that my 
suspicioned diagnosis was confirmed. Dur- 
ing her trip to hospital, which was about 
two miles, her pulse had become weak and 
thready, and the rate had increased to 
about 140. Pelvic examination revealed 
uterus soft, movable, but causing severe 
pain. The culdesac bulging with a soft 
bogey feeling, and around the uterus there 
seemed to be a soft wall. I could not de- 
tect a mass although I felt sure the rup- 
ture was on the right side. I was some- 
what worried about her chest condition, 
but decided that her best chance would be 
to operate at once, which I did. On open- 
ing the abdomen I found the cavity filled 
with blood, the right tube ruptured at its 
distal end, and the products of conception 
free in the abdominal cavity. I did the 
ordinary operation as quickly as possible, 
and with transfusion and ordinary stimu- 
lation she made a very nice recovery. 
MORTALITY 

Statistics show us that in an efficient 
hospital with competent surgeons the mor- 
tality should not be over four per cent, 
while in 1876, just seven years before 
Tate’s first operation, Parry published the 
results of five hundred cases treated con- 
servatively with 7.2 per cent mortality. 
With a comparison of these figures we can 
feel sure that radical treatment is correct, 
and we cannot pay too much tribute to the 
gynecologists who have advanced our 
knowledge of the pathology, diagnosis and 
treatment of this condition. 


DISCUSSION: J. F. Kuhn, Oklahoma City. 


I think we should compliment the es- 
sayist of this paper. I think he has pre- 
sented the subject in a brief way and very 
fine manner, so that there is very little to 
add. There are two statements that he 
made, however, that will bear inspection. 
First, etiology. I think he has continued 
to have the old conception as to etiology, 
There is not much doubt that inflamma- 
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tory disease has played a considerable role 
as a causative factor in ectopic pregnan- 
cies, but the theory is all wrong that ec- 
topics result from inflammatory condi- 
tions in the fallopian tube, and the most 
satisfying thing that I get out of his paper 
is that he refutes his own statement and 
all that he has read. The first patient had 
a double conception, one within the uterus 
and one within the tube. She was the 
mother of three children. There was no 
history whatever of pre-existing disease. 
She had, undoubtedly, normal tubes that 
had functioned normally. The modern idea 
is that ectopics result from harmone dis- 
turbances that prevent the proper ovum 
development and that because of this there 
is faulty development of the proper preg- 
nancy bed within the uterine cavity, and 
therefore, there is not the proper move- 
ment of the ovum, conception occurring in 
the fallopian tube to the uterus, conse- 
quentlly forming pregnancy. In the inter- 
stitial type of pregnancy within the walls 
of the uterus, in every suspicious instance 
the patient should be hospitalized, where 
she can be observed and where we can 
pay proper attention to her until the diag- 
nosis has been perfected, and we will not 
have those terrible calamities, which 
brings me to the final point of argument, 
that these patients should be operated as 
soon as the diagnosis is made. Please bear 
in mind if the ovum is living it may con- 
tinue to live even as an intra-abdominal 
pregnancy, and if that is true, the Catholic 
church insists that this should not be done 
if there is any possibility of a living ovum. 
I am not a Catholic, but they do have a 
perfectly just right for their belief, and if 
we are to listen at all we should give heed 
to what they teach, at least in their pres- 
ence. It is not necessary to lose the life 
and it is perfectly proper to hospitalize 
the patient and keep her under observa- 
tion until the ordinary signs of death of 
the ovum take place, and when death of 
the ovum does take place there is a begin- 
ning flow of blood from the uterus. This 
is a sign of death of the foetus. 


Now as to diagnosis, we know that the 
decidual cells form within the uterine cav- 
ity and then from within the fallopian 
tube. We know that if the history is rather 
vague, and in the majority it is, we know 
that in making a differential diagnosis we 
can withdraw some tissue from within the 


uterus without harming the patient and 
make a microscopic examination. 


Dr. Gibson. 


I wish to thank Dr. Kuhn for his dis- 
cussion, and I am sorry so many have left, 
but I am glad some of the fellows who dis- 
cuss papers from a legal standpoint did 
leave. 


t) 
Vv 


MIKULICZ’S DISEASE AND DIABETES 
Henry J. John, Cleveland (Journal A. M. A., July 
15, 1933), has recently observed four patients with 
enlargement of the parotid glands and mild diabetes. 
These patients did not seek medical advice because 
of the diabetic condition, although in one diabetes 
had been diagnosed previously but the patient had not 





had adequate or systematic treatment. In the four 
patients the enlargement of the parotid glands was 
noted in the clinical examination, with subsequent 


detection of glycosuria and hyperglycemia. The pa- 
rotid hyperthrophy could not be attributed to any 
inflammatory or infectious process. All four of these 
patients were obese, and there was a striking similar- 
ity in their facial appearance. Not one of them has 
been observed more than a few months, and during 


that time there has been no diminution in the size 


of the parotid glands. The diabetes was mild in all 
these cases and was easily controlled with moderate 
dietary restrictions and small doses of insulin. 
Whether the parotid swelling represents a compen- 
satory process brought about by decreased pancreatic 
function, as Charvat and Flamm have suggested, re- 
mains an open question. The author reports these 
cases with the hope that it may stimulate more clini- 
cal observations and more interest in the possible re- 
lationship between the salivary glands and the pan- 
creas. At present the problem is largely of academic 
interest, but further experiments and observations may 
bring forth knowledge that may be of significant im- 
portance clinically. 





APPRAISAL OF ANTIRACHITICS IN TERMS OF 
RAT AND CLINICAL UNITS 


Alfred F. Hess and J. M. Lewis, New York (Journ- 
al A. M. A., July 15, 1933), carried out a further 
clinical test on irradiated milk, “yeast milk,” cod 
liver oil and viosterol, the study being .controlled 
with bio-assays of the various antirachitic prepar- 
ations. It was found that the antirachitic milks, es- 
pecially irradiated milk, require a surprisingly small 
number of rat units (from 35 to 40 daily) to confer 
protection or effect healing, and that viosterol re- 
quires the largest number. Irradiated milk seems to 
be the most desirable antirachitic for prevention on a 
communal scale. Only from 20 to 24 ounces daily is 
needed to assure protection. This therapeutic agent 
has the advantage of being automatic and inexpensive 
and of providing calcium and phosphorus as well as 
the antirachitic factor. The marked distinction be- 
tween clinical units and rat units implies that the 
present method of rating antirachitic agents is mis- 
leading. Their respective biologic potencies, as ex- 
pressed in rat units, are not interchangeable. Each 
type must be appraised for itself. Its minimal num- 
ber of therapeutic units must be ascertained clinically 
and then expressed in terms of rat units. The wide 
differences in activity between various antirachitics in- 
dicate that a clinical as well as a laboratory phar- 
macology must be taken into account. 





pe 
tie 
wW: 
sti 
ce. 
je 
me 


in, 
en 
wl 
stl 
pr 
as 
we 
inj 
no 
ab 
tw 
tie 
the 
cli 
to 
the 
ly 
ma 
of 
foc 
fai 
spe 
mu 
des 
tha 
tie? 
cin 
can 
jee 
sim 
er 
art 





sm ee 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 361 


THE LATEST REFINEMENTS IN THE 
VACCINE TREATMENT OF 
CHRONIC ARTHRITIS, 
NON SPECIFIC 
TYPE 
E. GOLDFAIN, M.D. 
OKLAHOMA CITY 


The title of my paper automatically sug- 
gests that what is to be set forth here is 
the result of additional observation since 
I discussed this subject last year. Even 
then, we already were observing these 
additional reactions but were unable, or 
felt that the time was not yet right, to 
set them forth as definite conclusions, 
which could be passed on to a meeting of 
this type. 


In order to present these additional 
perfected observations in reactions of pa- 
tients to vaccine injections in an orderly 
way, it, in my opinion, would be best to 
start at the beginning and set the pro- 
cesses forth step by step so that the sub- 
ject wil be clear in our minds at the mo- 
ment. 


When a rheumatic patient receives an 
injection of vaccine, certain conditions 
ensue in the system of that patient, 
whether such reaction is clinically demon- 
strable or not. It has been rather a sur- 
prise to us, and it has caused on our part 
a good deal of thought, that in some cases 
we apparently observed no reaction to the 
injection of vaccine, yet the patient would 
not seem to get better. We thought prob- 
ably the dose was too small and in one or 
two cases increased the dose, yet the pa- 
tient continued to not get any better. On 
the contrary, he, even though he had no 
clinical demonstrable reactions, continued 
to sink further into his invalidism. We 
then began, in such cases, to very marked- 
ly reduce the dosage and promptly on the 
marked reduction of the dose, the series 
of reactions set forth under generai and 
focal reactions occurred. This lack or 
failure on the part of the patient to re- 
spond to a dose of vaccine, which is very 
much too lar-re, I believe can be called or 
designated the “sinking reaction.” For 
that is what really happens when the pa- 
tient is given an injection of specific vac- 
cine which is in excess of that which he 
can handle. He does not react with sub- 
jective symptoms or objective signs but 
simply continues to sink deeper and deep- 
er into that crippling condition known as 
arthritis. This sinking or increased arth- 


ritic disability develops insensibly and it 
behooves us who use vaccine injections to 
be ever on the lookout for it. 


It is our rule; that when a patient does 
not react to an injection of vaccine with 
definite clinical symptoms or become bet- 
ter as will be set forth under the improve- 
ment reaction, to take the stand that the 
dose of vaccine given to him has been 
much too large. We drastically reduce 
same to as much as one hundreth and of- 
ten as much as one thousandth of the 
former dose. 


In order, however, to set forth the 
series of reactions that we have observed 
in cases after a dose which is much too 
large is moderately reduced, let us say 
that such a dose, which has caused this 
sinking reaction, is decreased by only one 
tenth. In many cases, the patient will de- 
velop, within a few hours to not later than 
a day, subjective and objective symptoms, 
which are divided into three phases. These 
three phases together are listed under the 
heading of “‘general reaction.” The first 
phase of such general reaction will as a 
rule commence within 12 to 24 hours af- 
ter injection and last from 24 to 48 and 
even 72 hours. It is composed of slight in- 
crease of temperature, drop of blood pres- 
sure, loss in weight, malaise, exhaustion, 
drowsiness during the day, and insomnia 
often at night. This initial stage is fol- 
lowed by a period of well being, otherwise 
known as the “euphoric phase.’”’ The well 
being phase may last 24 to 48 hours or 72 
hours and consists of a relative feeling of 
general well being as well as increased 
comfort and relative freedom of motion in 
the joints. Often the patients feel that 
the reaction of the vaccine, if the euphoric 
phase is a criterion of same, is wonderful, 
and wili be completely sold on this type of 
vaccine treatment. But this well being 
stage will quickly be succeeded by the 
third phase of the general reaction. This 
consists of symptoms of nervousness, irri- 
tability, depression, loss of appetite, nau- 
sea, low blood pressure and marked and 
definite aggravation of joint symptoms; 
such as, swelling, stiffness and pain. The 
third phase of the general reaction, may 
last three or more days. You can well see 
then, that when a patient goes through 
the series of stages that constitute a gen- 
eral reacion that he may be in the grip of 
such disturbance for a period of at least 
seven days and often as long as ten days 
to fourteen days. It has been our observa- 
tion that it is unsafe, or at least not best, 
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for the patient’s welfare to give additional 
injections of vaccine while the patient is 
still experiencing the symptoms of a gen- 
eral reaction. 


Our usual method is to give an injection 
of vaccine once per week, but, where we 
note that the patient is experiencing a 
general reaction, we usually have them 
defer the next injection of vaccine for an 
additional week, making an interval of 
two weeks between vaccine injections. In 
general, physicians feel that it is best to 
stir the patient up in order to get good 
effects from biologic therapy. We, on the 
contrary, find that patients who have ex- 
perienced a general reaction are definitely 
made worse as the result of same. It is 
therefore our constant endeavor to avoid 
the sinking reaction or general reaction 
at all possible cost. Again, when we no- 
tice a general reaction in our cases, we re- 
duce the dose usually as much as one one- 
hundredth. In order to set forth the vari- 
ous reactions, let us say that we will 
simply reduce the dose which caused a 
general reaction in the patient by one- 
tenth. As the result of such additional 
moderate reduction in the vaccine dose, 
we obtain what is clinically diagnosed as 
a “focal reaction.” The focal reaction may 
of course be mild, moderate, or severe in 
degree. It usually appears within a few 
hours to not longer than a day after injec- 
tion. I have seen it take place within 
thirty minutes to an hour after the vac- 
cine injection. It consists of an activation 
of the disease process in the joints caus- 
ing thereby demonstrable increase of 
swelling, stiffness, or of subacute inflam- 
matory reaction. There will be activation 
of the subjective joint symptoms, such as 
pain, stiffness, discomfort, etc., about af- 
fected joints. In addition, parts of the 
body that have not been troubling them 
are often stirred into activity, and they 
will experience, in different parts of their 
body, muscle spasm or nerve pain, which 
will fall under the general diagnostic 
term of myalgia or neuralgia. For quite 
a while, it was our object to secure in 
these cases a mild focal reaction, which 
would last only a very short while, prob- 
ably a day or two, and which would not be 
very uncomfortable to the patient and 
which would then, of course, be succeeded 
by a period of increased comfort and re- 
lief from the rheumatic symptoms. How- 
ever, the progress of the patient on such 
vaccine therapy, while satisfactory, was 
not quite as desirable as we wished it to be. 


We made further research into the reac- 
tion of these patients and observed what 
the possible reaction might be to still fur- 
ther reduction of vaccine doses in these 
cases. As the result of such manipulation 
of amounts of vaccine injections, another 
type of response became apparent, which 
I believe could probably be labeled the 
“improvement reaction.” This improve- 
ment reaction is often startling in its 
quickness of appearance and feeling of 
comfort and of joy that it affords to these 
patients. In some cases, often where the 
first dose has been rather accidentally of 
such amount as to constitute an improve- 
ment reaction dose for the particular pa- 
tient, a startling healing and freedom 
from joint or muscle symptoms has oc- 
curred. Such marked response is obtained 
more often in cases where a single rather 
large joint is involved or where there is 
an involvement of muscle tissue due to 
fibrositis. 

When the dose of vaccine is of an 
amount that produces in the patient an 
improvement reaction, there will appear 
in such patient, as the result of the vac- 
cine injection, within a few hours to not 
later than a day, a feeling of well being. 
They will notice a relief from pain and 
joint discomfort. Marked joint comfort 
develops. The joint stiffness will be defi- 
nitely less. They will be able to move 
about with relative ease and comfort. 
This sense of well being causes them to be 
overjoyed because of the discomfort they 
had in moving about previously. There 
will be a reduction in the swelling of the 
affected joints. There will be a reduction 
in the tenderness of the affected joints. 
Their appetite improves and gain in 
weight ensues. They rest better at night. 
They do not take any medicine during the 
day for relief of pain. Their mental state 
improves very markedly. 

This type of reaction in some cases, 
where the proper dosage has apparently 
been stumbled on at the first or second 
injection, borders almost on the miracu- 
lous and causes one to wonder whether all 
of this is due to vaccine injections or 
simply a coincidence. We have in our 
hands, however, the very same weapon, 
namely the vaccine which we can use in 
order to prove to ourselves and to our own 
complete satisfaction, no matter how 
critical we may be, that such reaction is 
not a coincidence but a definite result in 
response to a definite therapeutic agent. 
All we need to do is to simply, at the next 
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injection, increase the dose of vaccine as 
much as five times or as much as ten 
times and secure again a focal reaction 
and increase it still further and get a gen- 
eral reaction with all the various symp- 
toms listed above under the vaccine reac- 
tion. Then we can again test the trueness 
of the improvement reaction as being the 
result of vaccine injection by again drop- 
ping down to that dose which formerly 
gave them an improvement reaction and 
again note the same type of response. 
What further proof do we require of the 
reality of these reactions to vaccine injec- 
tions than this; and he, who will use vac- 
cine with this knowledge in mind, can 
prove to himself as he tries case after 
case of arthritis the verity of these obser- 
vations. 

In order to get the best result of vaccine 
treatment, it is necessary to keep adminis- 
tering that dose which consistently causes 
improvement reaction. The time length of 
improvement after each administration 
will increase from three to four days to 
seven to ten days and even longer. No 
doubt, in your minds at this point there is 
curiosity as to what constitutes the num- 
ber of organisms in these vaccine doses. 
In my experience, I have observed that 
some of these patients will react with a 
dose of vaccine containing 10,000 or less 
organisms. I have often had them react 
with a sinking spell reaction following a 
dose containing as little as five hundred or 
one hundred organisms. Often, I get focal 
reaction to vaccine injections in which the 
saline extract of one organism is present 
and I have carried many cases along, se- 
curing an improvement reaction to a dose 
of vaccine containing the saline extract of 
one or two organisms, and even as low as 
one one-hundreth of an organism. 

In our work now, where before we be- 
gan with a dose of vaccine containing as 
much as 100,000 to 500,000 organisms, we 
begin with a dose much below 1,000 and 
even as low as 10 organisms or less. It is 
important to remember that in rheumatic 
cases, when they are on vaccine treat- 
ment, and even though the dose may be 
extremely low, they may become sensitive 
to the vaccine and a marked reduction of 
the dose may be necessary. This happens 
even though the dose already being given 
is as low as 10 organisms, 1 organism or 
even less than 1 organism. It is important 
to remember, also, the fact that if a pa- 
tient is not reacting well to vaccine injec- 
tions that they should be carefully re- 


examined in order to find out whether a 
silent, nondraining focus of infection has 
been overlooked originally. Often, on re- 
moval of such foci, they will take a new 
lease on life and begin to respond admir- 
ably to the vaccine therapy. 

I, again must reiterate what I have 
stated in other articles on vaccine treat- 
ment of arthritis. That admonition is that 
vaccine is not our sole weapon in the 
management of arthritis. Good, common, 
literally speaking, horse sense medicine is 
necessary in each and every case. Such 
consists of elimination of foci of infection 
or their treatment if they cannot be elimi- 
nated, proper periods of rest during the 
day as well as at night, proper reduction 
in the nervous and physical output of the 
patient, dietary supervision, good elimina- 
tion, tonics, correction of other disease 
states, such as endocrine disturbances, 
anemia, menopause disturbances, diabetes 
or other chronic diseases that may be 
present. The use of physical therapy prop- 
erly applied is valuable in helping these 
patients over the rough spots. 

In general, I use very little medication 
of a specific nature for the control of the 
rheumatic process. Salicylates are given 
for their analgesic effects. Iodine and 
arsenic are given for their alterative and 
tonic effects. A high vitamin, low carbo- 
hydrate diet is indicated in practically all 
cases. 

He, who will treat a case of arthritis 
along these broad lines and add to it that 
most potent weapon now available to the 
hands of the average doctor; viz, vaccine 
therapy, will find that his results in the 
improvement and cure of rheumatic dis- 
ease is much greater than when only the 
broad general medical management of a 
case alone is practiced. 


———_—__—__—_——_()———— ——EEE 


drink plenty of milk” can 
patients co-operation if he 


The doctor who says 
be reasonably sure of his 
recommends Cocomalt For even those who heartily 
dislike milk find Cocomalt a delicious and palatable 
irink 


Furthermore, prepared in 
simple directions on the label, Cocomalt adds 70% 
more caloric value to milk. Thus every cup or glass 
i patient drinks is equal in food-enegry value to al- 


accordance with the 


most two glasses of milk alone 

Cocomalt mixed with milk is especially valueable 
in pregnancy and lactation, for it is rich in vitamin D 
A glass of Cocomalt, properly prepared, is equivalent 
in vitamin D content to two-thirds of a teaspoonful 
of good cod-liver oil. Cocomalt is licensed by the 
Wisconsin University Alumni Research Foundation 
under the Steenbock patent. It is accepted by the 
Committee on Foods of The American Medical As 


sociation. 
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A BRIEF REVIEW OF RECENT AD- 
VANCES IN THE DIAGNOSIS AND 
TREATMENT OF PERNICIOUS AN- 
AEMIA—REPORT OF AN UNUSUAL 
CASE* 


E. ELDON BAuM, M.D. 
TULSA 


A great tribute to the untiring efforts 
of research workers and clinicians in mod- 
ern medicine was paid by the Metropoli- 
tan Life Insurance Company in this brief 
statement, “‘Since 1926, the mortality rates 
for pernicious anaemia among males and 
females have declined at every age group, 
where the death rate was of some signifi- 
cance prior to 1926°.” The magnitude of 
this statment can be appreciated when we 
consider that this deadly disease has been 
known to medical science for approximate- 
ly ninety years and until 1926, had con- 
founded the best medical minds of the 
world in their efforts to find any thera- 
peutic means of protecting human lives 
from this instrumentality of death'*”. 


Time will not permit a detailed report 
of the postmortem findings in pernicious 
anaemia, but in those unfortunate cases 
where the diagnosis is made on the post- 
mortem table, the pathological findings 
are constant and characteristic of this 
disease. Furthermore, we, who are pri- 
marily interested in the preservation of 
life are more especially interested in the 
clinical rather than the postmortem diag- 
nosis except in those cases in which the 
clinical picture is uncertain and the final 
decision can be reached only in the autopsy 


room’. 

The disease, in the vast majority of 
cases, is one primarily of old age, rarely 
appearing below thirty years of age and 
usually appearing after the fifth decade. 
In this country, France and England it 
appears more frequently in men above 
fifty, but when seen in younger individ- 
uals it is more common in women, but in 
Germany, Scandanavia and Finland the 
disease seems to be more prevalent in wo- 
men. The case reported at the end of this 
paper is unusual because the disease oc- 
curred in a nineteen year old boy. 

The symptomatology of pernicious an- 
aemia is quite characteristic and the early 
recognition of these symptoms by the at- 





*Read before Medical Section of Oklahoma State 
Medical Association, Oklahoma City, Oklahoma, 
May 17, 1933. 

510 Medical Arts Bldg, 


tending physician is of the utmost import- 
ance. The onset of the disease is so insid- 
ious that the average victim can scarcely 
set any definite time that he first noticed 
any change in his condition. In some cases 
the most marked subjective symptoms are 
the gradually increasing weakness, short- 
ness of breath and palpitation on the 
slightest exertion. The pallor, which the 
observing clinician recognizes readily, is 
not usually noticed by the patient until 
some well wishing friend calls his atten- 
tion to this phase of his condition. Objec- 
tively, the lips are pale, the sclerae are 
pearly white, the conjunctivae are pale 
and the mucous membranes of the mouth 
are frequently so pale that the line of 
demarcation between the gums and teeth 
is not decidedly perceptible. The marginal 
ulceration of the tongue and the glossitis 
are probably less common symptoms. 

In my own experience, the gastro-in- 
testinal and neurological symptoms have 
been the chief complaints that focused the 
patients’ attention on their condition. Be- 
cause of the marked achylia, digestion is 
incomplete and consequently these patients 
frequently complain of alternating periods 
of diarrhea and constipation, with a feel- 
ing of uneasiness in the stomach following 
the ingestion of food. The neurological 
symptems of tingling and numbness fre- 
quently escape the patient’s notice until 
called to his attention by the physician 
during the course of taking a careful his- 
tory of the case or unless they assume the 
proportions of a painful neuritis or even 
neuritic pains similar to those of tabetic 
crises or girdle pains. The tendency to 
hemorrhage is quite marked, giving rise 
to hemorrhage from the mucous mem- 
branes of the mouth, in the retinal blood 
vessels, menorrhagia, metrorrhayia and 
epistaxis. Nausea, vertigo and headaches 
are frequently encountered. These pa- 
tients will also give a history of periods 
of remissions and exacerbations of the 
foregoing symptoms, which is strong evi- 
dence of an existing pernicious anaemia’ ’ 
so 


On physical examination, the examiner 
is at once impressed by the more apparent 
than real excellent state of preservation 
of these patients who, are obviously very 
ill. This apparent preservation is due to 
the extensive fatty degeneration of the 
soft tissues. The pallor already mention- 
ed, in the absence of any other complica- 
ting disease, is of a peculiar lemon yellow 
tint. The patellar reflex is frequently lost 
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and areas of paresthesia and anaesthesia 
are common findings, It is not uncommon 
to find a systolic murmur at the base of 
the heart, which is not transmitted and is 
purely a functional or hemic murmur. 
Edema of the ankles is also a common 
finding and the patient will frequently call 
the examiner’s attention to this symptom. 
The vibratory sense in the knees is dimin- 
ished or absent. 


The problem of differential diagnosis 
depends more on a careful history and 
laboratory findings. Pernicious anaemia, 
perhaps is one of the few diseases in which 
the laboratory findings assume greater im- 
portance in making a diagnosis than do 
the physical findings. A patient giving a 
history of periods of exacerbations and 
remissions of symptoms together with the 
subjective and objective symptoms al- 
ready enumerated should make one strong- 
ly suspicious of pernicious anaemia and 
the laboratory findings offer the final link 
in the chain to arrive at a definite diag- 
nosis. The blood picture is quite charac- 
teristic, the red blood cells are greatly re- 
duced in number and show great variation 
in size and shape, as well as, abnormali- 
ties in appearance, such as, polychroma- 
tophilia and basophilic granules. 

Hayem in 1876 reported a case“ of per- 
nicious anaemia in which the red cells 
numbered only 414,062 per cubic milli- 
meter and a color index of 1.34. A pecu- 
liar characteristic of the blood is that the 
haemoglobin is not reduced in proportion 
to the number of erythrocytes which ac- 
counts for the color index being greater 
than one. On the face of these findings, it 
appears that the increase of haemoglobin 
per red cell, is a compensatory hyper- 
trophy in the blood tissue to make up for 
the deficiency of cells. The cell volume, 
as determined with the hematocrit is 
greater than one and is a consistent find- 
ing in pernicious anaemia and is always 
equal to the color index. Macrocytosis, 
while always present in the blood find- 
ings of pernicious anaemia, is not abso- 
lutely diagnostic for the reason that it is 
also seen in other conditions involving 
damage to the blood as in Von Jaksch’s 
pseudo leukemia of children, sprue, poi- 
soning by certain coal tar derivatives, 
hemolytic jaundice and conditions which 
interfere with normal gastric secretion 
as in carcinoma of the stomach and gas- 
tric resection. A mean corpuscular haemo- 
globin greater than one is almost conclu- 
sive evidence of pernicious anaemia, A 


suggestion here to our laboratory work- 
ers might not be amiss, namely, that when 
doing routine blood examination, those 
cases presenting a color index greater 
than one should warrant a more detailed 
study and report to the attending physi- 
cian. Such cases should have, in addition 
to the usual examination, a volume index, 
mean corpuscular haemoglobin determi- 
nation, a measurement of the cell volume, 
reticulocyte and thrombocyte count and a 
fractional gastric analysis. The reticulo- 
cyte count before and after treatment is 
begun offers a means of determining the 
response of the patient to treatment. In a 
like manner, we, as physicians should not 
pass over a color index greater than one, 
without requesting a gastric analysis. 
Haden and Wintrobe and others recently 
have "“* shown the value of more refin- 
ed technic in. blood examinations as a 
means of more accurately differentiating 
the various blood dyscrasias. Coincident 
with the red cell impoverishment there is 
a similar poverty of reticulocytes and 
thrombocytes, the latter probably account- 
ing for the tendency to hemorrhage in 
such cases. Virchow at an early date 
called attention to the increase in megalo- 
blasts in pernicious anaemia, and some in- 
vestigators today accept the presence of 
megaloblasts in the peripheral blood 
stream as pathognomonic of pernicious 
anaemia. There is usually a leucopenia 
especially of those white blood elements 
arising from the bone marrow with an oc- 
casional slight increase in the eosinophiles. 
During the so-called blood crises there 
may be an abundance of normoblasts and 
in the very severe cases more immature 
cells, such as, myelocytes may be found in 
the peripheral circulation. However, their 
absence from the blood findings does not, 
necessarily rule out an existing pernicious 
anaemia. Having such a blood picture, and 
a gastric analysis, preferably one done 
fractionally completes the laboratory work 
necessary for a diagnosis. A greatly di- 
minished or complete absence of hydro- 
chloric acid with a blood picture as out- 
lined above is conclusive evidence of per- 
nicious anaemia. Some idea of the con- 
stancy of achlorhydria may be found in 
a recent report” in which Faber and Block 
in 1900, were able to collect 33 cases of 
pernicious anaemia in which gastric an- 
alyses were done and free hydrochloric 
acid was greatly diminished or absent in 
all. Evans reported no free acid in 111 
cases, Panton none in 117 cases and Le- 
vine and Ladd none in all but one of 107 
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cases. Achlorhydria frequently exists for 
years before any evidence of anaemia oc- 
curs, thus it would be wise to watch our 
cases of simple gastric achylia or so-called 
cases of achylia gastrica nervosa for the 
development of pernicious anaemia in the 
final decades of life. 

The urine frequently shows an albu- 
minuria and is deeply colored with bile 
pigment and aside from this, little of value 
is to be obtained from the urinary find- 
ings unless there are other complications 
associated with pernic:ous anaemia. 

Special diets intended to eradicate an- 
aemia had their inception into medical 
literature as early as 1880 and have un- 
dergone many and sundry alterations 
covering every extreme imaginable. Like- 
wise the therapeutic measures tried, found 
unavailing, and finally discarded would 
compare favorably with the number of 
drugs in an extensive treaties on materia 
medica. Sometime prior to 1920, Whipple 
& Robscheit-Robbins* began their studies 
of the effect of liver on blood regeneration 
in anaemic laboratory animals. The clini- 
cal application of their findings was only 
partially successful until Minot and Mur- 
phy in 1926, through their untiring ef- 
forts to establish the therapeutic value of 
liver, which is rich in nucleins and com- 
plete proteins, the exact chemical nature 
of which is still unknown. Their work 
marks an epoch in the progress of modern 
medicine, and is no less outstanding than 
that of Banting and Best in the discovery 
of insulin for diabetes, and our present 
knowledge of liver extract would seem to 
warrant the statement that its value is 
analagous to insulin, in that, its effective- 
ness is dependent upon its continued use 
indefinitely. These workers originally us- 
ed a daily diet containing among other 
things, 120 to 240 grams of cooked calf’s 
liver, unless an equal amount of lamb’s 
kidneys were substituted occasionally. That 
patients afflicted with pernicious anaemia 
and the associated achylia are unable to 
synthesize the anti-anaemic factors pres- 
ent in the normal diet has been fairly 
conclusively shown by Castle and others 
of Harvard University”. These investiga- 
tors found that beef muscle, when sub- 
jected to the action of normal human gas- 
tric juice, and introduced into the stom- 
ach of anaemic patients caused a marked 
response in the improvement of the blood 
picture. That hydrochloric acid was not 
solely responsible, was shown by the fail- 
ure to get a similar response when beef 


muscle was exposed to hydrochloric acid 
alone before introduction into the stomach 
of anaemic patients. Thus, showing the 
presence of an intrinsic factor within the 
normal gastric secretions and an extrinsic 
factor within the liver substance itself. 

Because of the aversion patients soon 
developed to the daily ingestion of such 
large amounts of liver, investigators have 
been stimulated to attempt to isolate the 
anti-anaemic factor in liver, so that we 
now have large quantities of liver repre- 
sented by a very small amount of sub- 
stance in a vial, ampule or capsule. Cohn 
has succeeded in isolating several frac- 
tions, of which, his fraction G seems to 
meet with wider acceptance and greater 
effectiveness. It has been found also that 
feeding massive doses of liver extract” at 
widely separated intervals seems to be as 
effective as giving daily small doses. Ex- 
periments were also undertaken with di- 
gested liver”, but the results were disap- 
pointing, so far as increasing the effec- 
tiveness of liver therapy is concerned. 

Liver extracts from cattle, horses, fish 
and other marine animals have been made 
but only those of mammalian origin are 
effective. Liver extracts intended for sub- 
cutaneous, intramuscular or intravenous 
use are now commercially available and 
are especially valuable where a rapid re- 
sponse is of paramount importance” ™ 
**, Kidney substance seems to be equally 
as effective as liver, but the larger supply 
of liver makes it more desirable commer- 
cially. 

Isaacs and Sturgis” of Ann Arbor, in 
1930, demonstrated the value of fresh and 
dessicated hog stomach in treating perni- 
cious anaemia. Conner of Rochester” a 
year later was able to corroborate the 
findings of these investigators. The re- 
sponse with fresh or dessicated stomach 
tissue was practically the same. Dessica- 
tion has the advantage of acting as a pre- 
servative, thus, making this product avail- 
able to those physicians in communities 
where abattoirs do not exist. In communi- 
ties where such establishments are in op- 
eration the cost of treatment is practically 
nothing. I have used fresh hog stomach 
in two cases, where the material was sup- 
plied by our local packing plant. When ad- 
vantage is taken of such facilities, it is 
well to have another member of the family 
obtain the material and prepare it for the 
patient’s consumption, without the pa- 
tient seeing what is being included in his 
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diet and when so given, it may be dis- 
guised with gelatins, cereals, etc. 

A very potent preparation, having 
smaller bulk and available in capsules, 
has been recently developed which is a 
mixture of Cohn’s fraction G of liver and 
gastric mucosa. In my own experience 
this has been most effective therapeutical- 
ly and it is much easier to get the complete 
cooperation of the patient in continuing 
the treatment. It also has the added ad- 
vantage of being slightly less expensive 
to the patient. The parenteral adminis- 
tration of liver extract is as effective as 
the oral route and is the method of choice 
in cases having marked and precocious 
gastro intestinal symptoms” Trans- 
fusion still remains the mainstay on which 
to rely in those patients, who are mori- 
bund or so nearly moribund that death 
seems imminent before any therapeutic 
measures might have time to be effective, 
and its timely use may be the means of 
prolonging a life indefinitely, if some of 
the forms of therapy previously mention- 
ed are begun immediately following the 
transfusion. 

Langston of Oklahoma City, 193 
reported an interesting case of pernicious 
anaemia in which he obtained an appar- 
ent cure with large doses of dilute hydro- 
chloric acid. It would seem that in the 
face of the existing achlorhydria so con- 
stantly present in pernicious anaemia, that 
the inclusion of dilute hydrochloric acid 
in the therapeutic regimen, along with 
liver is rational and physiological, in spite 
of the statements to the effect that it is 
unnecessary. Granting that it is not es- 
sential, the patient will be most grateful, 
since, his relief from gastric uneasiness 
and constipation is almost immediate. A 
reminder about the use of hydrochloric 
acid is in order here. We must recall that 
calcium phosphate is the basic substance 
of tooth enamel and is soluble in hydro- 
chloric acid. Consequently, when adminis- 
tering this acid to a patient he should be 
instructed to dilute it well with water and 
sip it through a glass straw inserted well 
into the back of the mouth. To be most 
effective the acid should be given in full 
doses of one-half to one teaspoonful taken 
along with the meal and repeated one-half 
to one hour after meals. 


After the patient’s blood count and gen- 
eral condition have practically approach- 
ed normal, the determination of the main- 
tainance dose of liver extract is the final 
problem remaining for the attending 


physician to solve, since the massive doses 
necessary at the beginning of treatment 
are not only superfluous later on but ex- 
pensive to the patient. 
CASE REPORT 

Mr. C. §S., single, age 19, white, occupa- 
tion—elevator operator. Appeared in my 
office December 9, 1932, complaining of 
“constipation and weak stomach.” Be- 
gan about three months prior to the above 
date when he noticed necessity for pur- 
gatives or laxatives almost daily. During 
this time he also noticed that moderate 
exercise caused fatique which became pro- 
gressively worse. The past history is es- 
sentially negative except that the patient 
stated that in 1930, during the course of 
an insurance examination the examining 
physician informed him that he had a heart 
murmur but that it was not a dangerous 
murmur and passed him for life insur- 
ance. Family history essentially negative 
except for carcinoma of the stomach in 
his maternal grandmother and aunt. His- 
tory of headache and nose-bleed negative. 
Patient states that his appetite is poor, 
bowels constipated, stools dark green to 
brown, half liquid and small solid lumps. 
Ingestion of food negative for pain. Nau- 
sea and vomiting marked when bilious or 
constipated. Loss of weight about twenty 
pounds within the last year. Dyspnoea 
and palpitation marked on moderate ex- 
ertion. Edema negative. The following 
day the patient appeared for physical ex- 
amination and collapsed in my office. 
Height 7212”, temperature £8.0, pulse 72, 
respiration 16, blood pressure 96-48, 
weight 123 pounds. 


Only the significant laboratory find- 
ings will be reported. December 7, 1932, 
red blood cells 2,250,000, hemoglobin 55%, 
color index 1.2, the laboratory failed to 
report the hemoglobin in grams or the 
reticulocyte count. Urinalysis was nega- 
tive except for 30 mgms. of albumen per 
100 ¢.c., trace of bile and a few bile stain 
cells. Wassermann and Kahn tests were 
negative. White cells show some degen- 
eration, red cells pale, many macrocytes 
and microcytes—few show basophilic 
granules. Many poikliocytes. Occasional 
normoblast. 


Gastric analysis shows total acidity 7 
degrees, free HCl—none, lactic acid— 
none. Stool examination shows absence of 
intestinal parasites and ova. 


December 17, 1932, weight 133 Ilbs., 


December 23, weight 13914 lbs., Decem- 
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ber 28, red blood cells 3,400,000, hemo- 
globin 75% or 12.75 grs. 100 c.c., color 
index 1.1. January 1, 1933, weight 14314 
lbs., January 25, weight 152 Ibs., red blood 
cells 3,800,000, hemoglobin 82% or 13.94 
gms., 100 c.c., color index 1.08. March 
8, weight 159 lIbs., red blood cells 4,500,- 
000, hemoglobin 76%. April 4, weight 158 
Ibs., red blood cells 4,500,000, hemoglohin 
85% or 14.15 gms. 100 c.c., color index 
.94. May 5, weight 158 lbs., red blood cells 
5,000,000, hemoglobin 85% or 14.85 gms. 
100 c.c. color index .85. 


Therapy—500 c.c. whole blood given 
December 11, 1932. Patient has been re- 
ceiving nine to twelve capsules of extralin 
and HCl during and after meals. 
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DIPHTHERIA CONTROL IN CHICAGO 


Herman N. Bundesen, William.I. Fishbein and 
H. C. Niblack, Chicago (Journal A. M. A., April 
8, 1933), state that the diphtheria mortality in 
Chicago has been materially reduced bv having 
nurses call on the parents of everv child up to & 
years of age, urging that the child be taken to 
the fam‘ly phvsician for diphtheria immuniza- 
tion and obtaining signed cards asking that the 
children be immunized. The maintenance of an 
up-to-date addressograph list of all the younzer 
children up to 8 years of age in a communitv is 
most important in carrying out many public 
health programs. It has been of extreme value 
in Chicago’s diphtheria prevention campaign. As 
soon as the child reaches the age of 6 month, a 
personal call is made on the mother; by continu- 
ing this routine it is l*kely that the diphtheria 
immunization will be brought to even a higher 
level and the mortality and morbid‘ty to lewer 
levels than have already been attained. With 
the alum toxoid, a far lesser number of reactions 
occur in the children; there is a more rapid pro- 
duction of immunity, and a greater percentage 
of the children become immune with two inocu- 
lations. In the light of present knowledge, it 
seems to be the most efficient immunizing agent 
against diphtheria. In all communities in which 
there are a large number of foreign-born people, 
especially those of the Slavic races, the aid of the 
Catholic church proves invaluable in promoting 
public health work. Some of the individuals of 
these races, who, perhaps, have suffered from 
persecution of various types in foreign countries 
in years past, tend to resent any interference 
with what they consider personal liberty. The 
church aids materially in overcoming this re- 
sentment and has been one of the greatest single 
factors in making this campaign successful. The 
distribution of literature urging diphtheria im- 
munization in itself will not bring about protec- 
tion of a large proportion of the childhood popu- 
lation. Such literature is, however, of great value 
in paving the way for the visits of the nurses. 
The cooperation of organized medicine is essen- 
tial in the successful conduct of any public health 


campaign. 
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EDITORIAL 
HOSPITAL AND N.R.A. 





The editor has been advised, but not of- 
ficially, that hospitals do not come under 
the National Recovery Act. This seems to 
be a sensible situation for many of the 
smaller hospitals have had to close on ac- 
count of the depression, inability to collect 
bills, general losses and lack of patronage, 
Of course, the high class hospitals that 
employ, for private cases, nurses who 
charge rather high fees, are not affected 
by reason of the fact that their relatively 
high income places them beyond the pale 
of the law, while on the other hand the 
student nurses, naturally, are paid so little 
that a hospital could not maintain itself 


and pay the minimum required by the 
National Recovery Act. 

This is written for the benefit of many 
questioners who write the Journal for in- 
formation. It is suggested, however, that 
those wishing accurate and official infor- 
mation write the National Rehabilitation 
Association, Washington, D. C., if there is 
any doubt in their minds about the matter. 
However, it seems utterly impossible from 
the financial standpoint to pay probation- 
ers the sum of $17.00 weekly, plus board, 
laundry and other expenses which hos- 
pitals would be compelled to do if called 
upon to comply with the regulations. 


| 
“FOREIGN DUMPING” 


The New England Journal of Medicine 
is very much concerned over “foreign 
dumping in Massachusetts.’’* 

We have previously, and on two occas- 
ions, had up the question of the “dump- 
ing” of foreign made goods, which were 
presumably made under the non-American 
system, that is, made by orders of dicta- 
tors like Stalin, Mussolini, and their ilk, 
The American working man objects to this 
system, and now we have the same objec- 
tion arising from professional medical 
men. It was noted in the Journal of the 
American Medical Association sometime 
ago that there were more than 1500 
American medical students’ studying 
abroad and upon the theory that the cur- 
riculum was, as a rule, low grade, cheap, 
and far below American standards. Here- 
tofore there has been a delusion in the 
minds of American medical men that su- 
perior medical education was to be obtain- 
ed in European centers, but study of the 
stiuation does not bear this out. As a mat- 
ter of fact they are simply out for the 
money, and due to their unusual state of 
depression are going to get the money re- 
gardless of the means. 

It is said that, due to high American 
standards now prevailing, many matricu- 
lants for scholarship in American schools 
are unable to enter our own, and there- 
fore are forced to attend foreign schools. 
It is also to be noted that the demand in 
the United States for medical education is 
far beyond the normal supply. The result 
of this situation is that the student is 
either hurried through, under low grade 
surroundings, or deliberately given for- 


*Editorial, New England Journal of Medicine, 
page 706, March 10, 1933) 
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eign diplomas, in order that he may enter 
and compete with American medical stu- 
dents, in the practice of medicine in the 
United States. A phase of it, not general- 
ly appreciated in the United States, is that 
the pre-medical requirements for the 
American medical students are rather 
severe, but they must be complied with. 
It is said that in many European schools 
there are no such pre-medical require- 
ments, in other words, the student is large- 
ly like he was fifty years ago; he studies 
under some kind of a “rat,” has irregular 
hours, and studies largely as he pleases. 
We all understand and appreciate the sup- 
posed glamour surrounding foreign medi- 
cal education, but the New England Journ- 
al rightly points out that the pre-medical, 
medical, as well as postgraduate service 
today is far superior, as a rule, to that 
furnished by the European schools. So 
that in the end the student going abroad 
returns home largely unqualified as com- 
pared with his American brother. 

One partial cure of the evil, is propos- 
ing that in every instance, the student who 
has gone abroad and secured his degree, 
be required to show beyond question of a 
doubt that first he has had proper pre- 
medical preparation, and that that has 
been followed up by proper postgraduate 
work. We certainly do not wish to be 
made the “dumping” ground for foreign 
medical mills. There should be a uniform 
system throughout the United States, the 
system should be high grade and of such 
character that it is second to none. For 
more than three years the faculty of one 
medical school has sought to improve and 
raise the grade of medical education, and 
certainly this is no time for retrogression. 

Due to rapid transit, automobiles and 
flying transporation, the doctor is now 
able to get over the country much more 
rapidly than formerly. Twenty-five or 
thirty years ago he was largely dependent 
upon the trolley or horse and buggy— 
sometimes in the larger centers he had the 
advantage of either rapid bus or elevated 
transportation. Now all of this has been 
set aside by the automobile. It is nothing 
uncommon to hear of a man driving sev- 
eral hundred miles by airplane in order to 
make a hurried call, consultation, or oper- 
ation, as the case may be. Naturally this 
has lessened the demands for the number 
of doctors, but by no means should be al- 
lowed to lessen the quality of the doctor. 


“A BULL”—FILES ARE DANGEROUS 
THINGS 


Inadvertently we left out the discussion 
on the following papers, in the August is- 
sue: “Significance of Glycosuria,” by 
George L. Driver, Ponca City; “Diabetes 
in Childhood,” by Lea A. Riely, Oklahoma 
City; “Diabetes Mellitus And Its Relation 
To Vascular Disease,” by Homer Ru- 
precht, Tulsa. 

These errors arose from two reasons: 
The reporter clipped all her reports under 
one heading, therefore it was easily over- 
looked ; then too, it was placed in a folder, 
always a dangerous thing where many 
papers are concerned. 

We regret this very much—such things 
rarely occur, but despite every care they 
occasionally slip by our notice. 


t). 


DR. G. FOWLER BORDER—A 
BIOGRAPHY 





Dr. G. Fowler Border was born at San 
Augustine, Texas, on December 22, 1876, 
the son of Captain G. F. Border and Eliza- 


beth A. Border, nee Brooks. 


Dr. Border’s father served as an officer 
in both the Mexican and Civil wars, being 
an intimate friend of General Sam Hous- 
ton. Dr. Border is also a nephew of ex- 
Governor O. M. Roberts of Texas. 


Captain G. F. Border died when doctor 
Border was only ten years of age, and up- 
on his young shoulders fell the responsi- 
bility of managing his mother’s farm, 
which he did while continuing to attend 
school, graduating at Patroon College 
(Texas), at the age of sixteen years. Im- 
mediately after graduating he left for 
Louisville, where he entered the old L. M. 
C., remaining there for two years. During 
this time he paid his own expenses by 
serving as a drug clerk in Louisville City 
Hospital and as a preceptor in the medical 
college. 

After completing two years in the 
Louisville Medical College, he came to the 
Indian Territory, procuring a certficate 
to practice medicine, locating near Ard- 
more, where he served as surgeon to a 
railroad construction camp. After a few 
months of practice here, he went to Texas 
and practiced for eight months, returning 
to Tulsa and forming a partnership with 
the late Dr. C. L. Reeder. In the fall of 
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1898, he entered the St. Louis College of 
Physicians, graduating in 1900. 

Upon receipt of his degree he returned 
to Oklahoma, locating at Mangum, where 
he founded the first hospital between Ok- 
lahoma City and Amarillo, Texas. He im- 
mediately developed a large surgical prac- 
tice coming from all over western Okla- 
homa and the Panhandle of Texas. As his 
practice continued to grow, new and larger 
hospitals were built to take the place of 
the out-grown ones until today the mag- 
nificent Border-McGregor hospital would 
gracefully do credit to any city in the 
state 

All of Dr. Border’s surgery has not, 
however, been done between hospital walls 
with modern equipment. He has perform- 
ed dozens of major operations in prairie 
dugouts, where it was impossible to get 
the patient fifty or seventy-five miles to 
the hospital. He has also operated in cow 
camps under a stretched wagon sheet, 
with the cow hands shooing flies from the 
operative field with broom weeds. He has 
had teams drowned and buggies swept 
beneath him in swollen streams in his ef- 
forts to reach patients who needed his 
services. 

Dr. Border first went to Europe for 
post-graduate work in 1904. Making his 
last pilgrimage to the clinics of Paris, Lon- 
don, Edinburgh and Glasgow in 1925. He 
has also visited once or twice a year the 
Mayo Clinic for the past thirty years. 

He was unanimously elected chief sur- 
geon of the Snyder Cyclone Relief Com- 
mission in 1904, and spent two weeks 
there operating day and night until the 
victims of that destructive tornado were 
all properly cared for, and today one of 
the doctor’s proudest possessions is a dia- 
mond studded gold medal presented to 
him by the citizens of that stricken com- 
munity. 

Dr. Border has always been a commun- 
ity leader and town builder, having been 
honored by the citizens of his home town 
by being continuously elected mayor for 
eighteen consecutive years. He was also 
the first city official of the state to be 
awarded “the gold medal of distinction” 
by the Oklahoma Municipal League. 


In recent years Dr. Border has been de- 


voting most of his professional time to 
the study and surgery of the thyroid gland 
and has built up an extensive practice in 
goitre work. 


Dr. Border comes from an old and dis- 
tinguished Texas family and is a kinsman 
of many prominent men who have become 
famous in Texas politics. These include, 
General C. S. Brooks, his grandfather, ex- 
Governor Roberts, an uncle; Congressman 
M. L. Brooks, a first cousin; Judge John 
H. Brooks of Beaumont, a first cousin; 
Senator George C. Greer of Dallas, a vice- 
president and general attorney of the 
Magnolia Oil Company, a first cousin, and 
many other distinguished Texans. 


— 4) 
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Editorial Notes — Personal and General 








DR. THOMAS M. BERRY, Supply, visited in San 
Saba and Wayland, Texas, in August 


DR. ROSS D. LONG, Oklahoma City, attended 
Medical Officers’ Training Corps, at Ft. Riley, in 
August 





DR. V. V. BUTLER, Picher, who has been confined 
to his home for several days on account of a scalded 
foot, has returned to his office. 





DR. O. E. TEMPLIN, Alva, attended the annual 
meeting of the Natronal Association of Railway Surg 
eons at Chicago, August 10th to 13th. 


DR. AND MRS. FRED C. REWERTS, Bartlesville, 
will spend the next four months in Europe, where 
Dr. Rewerts will take postgraduate work in Vienna 


DR. CAROLINE BASSMAN, Claremore, who was 
injured from a fall, on the icy pavement last winter, 
has undergone an operation, from which she is re 
covering nicely. 


DR. AND MRS. H. B. AMES, Alva, made an ex 
tended tour of Canada and eastern states the lattes 
part of August. They also spent a few days at the 
Century of Progress 


DR. KEILLER HAYNIE, Durant, son of Dr. John 
Haynie, graduated from the University School of Medi 
cine in June, 1933. He is now serving his internship 


in the University Hospital, Oklahoma City. 


OKMULGEE-OKFUSKEE COUNTY MEDICAI 
SOCIETIES met September lith, at the Parkinson 
Hotel. After a buffet lunch a program, “movies” of 
Breech Presentation” and “Eclampsia” were shown 
Dr. E. P. Allen, Oklahoma City spoke to those pres 
ent. 
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WESTERN OKLAHOMA MEDICAL SOCIETY 
met at Dr. McLain Rogers’ Hospital, Clinton, Septem 
ber 19th. The following subjects were discussed 

Transurethral Prostatic Research,” J. B. Reagan, 
Wichita Falls, Texas; “Acute Suppurative Otitis 
Media and Its Complications,” E. A. Abernethy, Altus; 
Angina Pectoris,”” A. B. Chase, Oklahoma City; Dr 
W. M. Taylor, Oklahoma City, subject not announced 


DR. HORACE REED, Medical Advisor, has been 
informed by the Medical Director of the American 
Telephone and Telegraph Company that they have on 
hand a number of the most recent models of the arti- 
ficial larynx made by the Western Electric Company 
Anyone who is in need of this particular type of aid, 
and whose finances prohibit the purchase of such in- 
struments, please get in touch with Dr. Reed, 1300 
Telephone Building, Oklahoma City. 


THE WOMAN'S AUXILIARY TO THE OKLA 
HOMA STATE MEDICAL ASSOCIATION shave 
elected the following new officers: President, Mrs. A 
W. Roth, Tulsa; President-Elect, Mrs. J. E. Hughes, 
Shawnee; Vice-President, Mrs. Ben H. Cooley, Nor 
man; Treasurer, Mrs. Marvin D. Henley, Tulsa; Re- 
cording Secretary, Mrs. I. N. Tucker, Tulsa. The fol 
lowing members of Standing Committees have also 
been elected Public Relations,’ Mrs. C. C. Hoke, 
Tulsa; “Hygeia,” Mrs. Joseph Kelso, Oklahoma City; 
Press and Publicity,’ Mrs. Thomas H. Davis, Tulsa 
Historian,’ Mrs. Winnie Sanger, Oklahoma City; 
Student Loan,” Mrs. J. M. Byrum, Shawnee; “Organi 
zation,’ Mrs. H. L. Wright, Shawnee; ‘Parliamentar- 
ian,” Mrs. J. C. Woods, Tulsa Printing,’ Mrs. J. F 
Gorrell, Tulsa. 


ENCEPHALITIS IN ST. LOUIS 


J. P. Leake, Washington, D. C. (Journal A. M. A., 
Sept. 16, 1933), states that during the five weeks from 
August 7 to September 10, inclusive, there have been 
reported in St. Louis City and St. Louis County 656 
cases of encephalitis. It appears that the epidemic 
incidence for this area will not exceed at a rate of 
about one case per thousand of population, and the 
reported extension of the infection to other places has 
thus far been remarkably slight. The case fatality 
rate will be about 20 per cent. Only 13 per cent of 
the cases have occurred among the 25 per cent of the 
population which is under 15 years of age, and 23 
per cent of the patients have been in the age group 
from 15 to 34 years, which comprises 35 per cent of 
the total population. The recovery rate in these two 
age groups has been relatively high, with about half 
as many deaths in proportion to the number of cases 
as in the other two age groups. Of the cases 29 pet 
cent have been among the 27 per cent of the popula- 
tion that is from 35 to 54 years old. The age group 
over 55, comprising only 13 per cent of the popula- 
tion, has had 35 per cent of the cases, and the case 
fatality in this oldest age group has been about double 
the rate for the other age groups. There appears tu 
be no racial or sexual predilection save the usual pre 
ponderance of males in the age group under 15. Clin- 
ically, this outbreak has resembled other epidemics ot 
encephalitis, but especially that described as occurring 
around the Inland Sea of Japan in 1924. 


TREATMENT OF CHRONIC INFECTION OF THI 
PELVIS: CONSIDERATION OF THEI 
ELLIOTT METHOD 


Virgil S. Counseller, Rochester, Minn. (Journal A. 
M. A., Sept. 16, 1933), takes into consideration the 
surgical and nonsurgical treatment of chronic infec- 
tions of the pelvis by prolonged heat in the vagina, 
as applied in Elliott's technic in addition to the surg- 
ical procedures in delayed cases. He discusses the ad 
vantages of this technic postoperatively in reducing 
morbidity in cases in which operation is necessary. In 
500 cases of acute and chronic inflammation of the 
pelvis in which the Elliott method of treatment was 
used by Holden and Gurnee, excellent results were 
reported. In some cases, treatments were given as a 
preoperative preparatory measure but after a _ few 
treatments the lesions disappeared and operation was 
not necessary. The author reports on a_ series of 
forty-three patients. He concludes that a high pet 
centage of chronic infections of the pelvis can be 


cured clinically by the prolonged and sustained ap 
plication of heat to the vagina, the Elliott technic be 
ing used. It is apparent, however, that there is a 
fairly constant small percentage of cases of chroni 
infections of the pelvis in which operation will b« 


i 
required. Complications are often caused by lesions 
of other pelvic structures and intestines. Satisfactory 


results following operations in this group are best 
obtained by the use of the Elliott technic, usually 
beginning on the fifth day The Elliott principle of 
applying prolonged vaginal heat as a postoperative 
measure stimulates rapid absorption of the exudate, 


shortens the convalescence, reduces the morbidity and 
thereby contributes much of a successful surgical re 
sult. Satisfactory results were obtained in 100 per cent 


of the cases, and the time required in the hospital 
was less than two weeks. 


PRESENT STATUS OF VITAMIN B® (G) 

According to Barnett Sure, Fayetteville, Ark. 
(Journal A. M. A., July 2, 1932), during the last 
few years it has been definitely established that 
the dietary factor which McCollum and Kennedy 
in 1916 termed water soluble B, generally recog- 
nized as a growth-promoting and appetite stimu- 
lating substance, is a mixture of vitamin B or 
vitamin B! and G or B?. One of these is rela- 


tively thermolabile and has antineuritic and, 


growth-promoting properties; the other is more 
stable after heating under pressure and also 
possesses growth-promoting properties and func- 
tions in the prevention and cure of pellagra-like 
symptoms in the rat. The former is also referred 
to as the antiberiberi, and the latter as the anti- 
pellagric vitamin. The nomenclature of these two 
dietary essentials has not yet been finally set- 
tled. The American biochemists have adopted 
the letter B for the antiberiberi factor and the 
term G for the anti-dermatitis vitamin. The au- 
thor employs the term B:?, tentatively adopted by 
the biochemists of England, to represent the anti- 
pellagric vitamin. He reviews the literature on 
this vitamin from the standpoint of its physical 
and chemical properties (thermostability, frac- 
tionation and concentration and reaction with 
nitrous acid), and its relation to nutrition (quan- 
titative biologic method of determination, dis- 
bution of vitamin B? in food materials, vitamin B? 
and anorexia, vitamin B? and lactation, and the 
influence of vitamin B? deficiency on pathologic 
changes in blood and tissue). 
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DR. CLAUDE ALLEN THOMPSON 


Secretary-Treasurer-Editor 
OKLAHOMA STATE MEDICAL ASSOCIATION 
Died October 2, 1933 
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DR. CLAUDE ALLEN THOMPSON 


Dr. Claude Allen Thompson, aged fifty-eight, died as the result of a 
self-inflicted gun-shot wound, at Muskogee, Oklahoma, on October, 2, 1933. 


Dr. Thompson was born at Homer, Angelina County, Georgia, on No- 
vember 22, 1874 and came to Tahlequah, Indian Territory, on December 
18, 1882. He was educated in the common schools of the Cherokee Nation, 
attended Southern Medical College in 1896 and 1897 and the Kansas City 
Medical College in 1897 and 1898. He then missed a year on account of 
the Spanish American war, during which he was a second-lieutenant of 
infantry. Following the war he returned to medical college and graduated 
from the Kansas City Medical College on March 16, 1900. Following 
graduation he practiced for one year at Okmulgee, Oklahoma, then came 
to Muskogee, where he has lived since. He was associated in the practice 
of medicine at various times with Dr. M. K. Thompson, Dr. J. L. Blake- 
more, Dr. F. B. Fite and Dr. Sessler Hoss. He was local surgeon of the 
M. K. & T. Railroad for twenty-five years, was health officer of Muskogee 
County during the administration of Governors Cruce and Williams, and 
was for a time in the public health service in carrying on their work in 
Oklahoma. During the World war he served as a major of the medical 
corps and was in charge of forming the various boards of the selective 
draft over the state. On August 14, 1924, he was appointed as chief of the 
surgical service of U. S. Veterans Hospital No. 90 at Muskogee by Col. 
Hugh Scott and served in that place for a little over eight years. Follow- 
ing this he was then transferred to a like position at the Veterans Hospital 
in Kansas City over his strenuous objection that he did not wish to leave 
the state of Oklahoma, and resigned on that account from the Bureau on 
December 15, 1930, and returned to Muskogee, resuming his work as a 
private practitioner. 

Dr. Thompson was best known as the Secretary-Treasurer-Editor of 
the Oklahoma State Medical Association, in which capacity he served from 
May of 1909, until the time of his death, being the oldest in point of serv- 
ice of any man in such position in the United States. In that position he 
developed the State Medical Journal which is second to none in the coun- 
try. He was an omnivorous reader, his editorials were always brief and to 
the point, and characteristic of the man. He never dodged an issue, was 
always outspoken, almost to the point of bluntness at times, but under- 
neath it all he was a very sympathetic individual, never purposely unjust 
and a tenacious friend. Hypocrisy was not a part of his make-up and he 
hated it in anyone. He never equivocated. Anything undertaken was fol- 
lowed through with an astounding amount of vigor. He lived a dynamic 
life, was his own worst enemy, and died a dynamic death. 
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ORATION AT THE FUNERAL OF DR. 
CLAUDE A. THOMPSON 
OCTOBER 4, 1933 


LERoy LONG 


My friends, we come here today to 
honor the memory of our departed friend 
and brother. We come to mourn with each 
other and to weep—to weep shamelessly 
because our hearts are broken. 

Claude Thompson was a man of in- 
tegrity. None dare say to the contrary. 
He lived in this community nearly all his 
life. Year upon year he was under the ob- 
servation of those who had known him for 
a long time. They looked at him and they 
said, “He is the same Claude.” They look- 
ed again and they heard him speak, and 
they said, “Claude has his eccentricities, 
but he is a square man.” 

This dear friend was an _ industrious 
man. Work for him was a means to an 
end. The end attained, the drudgery of 
the work was forgotten. If it meant denia! 
of recreation he did not hesitate. If it 
meant sleepless nights and toil and ten- 
sion, he thought only of the battle to be 
won. Never slave under lash of master 
bent himself to the task more than this 
man under the domination of a determined 
will to achieve. These statements are not 
empty superlatives—you have but to ask 
his intimate friends and associates who 
saw his relentless career with reckless dis- 
regard of ease and comfort and even of 
momentary respite from grinding respon- 
sibilities. 

In his work, Claude Thompson had a 
profound sense of personal responsibility. 
Details that could have been delegated to 
others received his attention and his at- 
tention alone. A serious mistake, perhaps, 
but it was a mistake born of intellectual 
honesty. We mourn because his inability 
to continue his self-sacrificing career has 
led him to the grave, and yet we can but 
look with admiration upon the efforts that 
he made. 

For twenty-four years Dr. Thompson 
served uninterruptedly as Secretary-Edi- 
tor of Oklahoma State Medical Associ- 
ation. That long period of service, 
through normal times and turbulent times, 
is obvious and striking testimony of the 
confidence reposed in him by the medical 
profession of this state. And he did not 


retain that position by a yielding and com 
promising attitude. On the contrary, both 
by spoken word and through the columns 
of the Journal of the Association, he made 
his position definitely known upon every 
question in which the medical profession 
was interested. He stood by his convic- 
tions regardless of opposition, and was a 
leader in clarifying the thoughts and senti- 
ments and actions of his associates. Under 
his ceaseless care and able direction the 
Journal became the authoritative mouth- 
piece of the medical profession in this 
State and was looked upon by neighboring 
states as an example of what a sound and 
ethical medical journal ought to be. 

Fair in his estimate of all men, this 
departed brother of ours zealously cham- 
pioned the high ideals of his profession. 
No man could see through ignorance and 
sham and hypocrisy more quickly than he 
and when he discovered a disposition to 
wantonly trample upon the principles he 
revered his resentments and warnings 
came like lightning’s flashes. During his 
tenure as a responsible officer of the Medi- 
cal Association there have been situations 
in this state that would have led to great 
wrong and humiliation had it not been for 
his virile pen, his quick decision and his 
uncompromising stand for what was 
right and honorable. He was loyal to his 
profession just as he was loyal to the prin- 
ciples of integrity and industry and intel- 
iectual efficiency. 

Added to these qualities, he was loyal to 
patients under his care. Only three months 
ago Dr. Pat Fite told me in a conversation 
how Dr. Thompson, while a member of the 
staff of the soldiers hospital here, would 
make unusual visits at night and in other 
odd hours to personally ascertain the con- 
dition of his patients. This abiding inter- 
est in the welfare of sick people depending 
upon him is another example—and a most 
beautiful one—of what he conceived to be 
his duty to personally look after his work 
in tedious detail. It is an example that 
should stimulate the emulation of every- 
one who has upon his shoulders the sacred 
responsibilities of the doctor of medicine. 

Dr. Thompson was loyal to his friends. 
His was an intense loyalty that could not 
be weakened by innuendo or covert state- 
ment. For him it was not enough to simply 
be a conventional friend. His friendship 
was a militant friendship that would not 








376 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


let him take a neutral position when the 
honor and welfare of his friends were in 
even apparent jeopardy. No individual 
could get the esr of Claude Thompson if 
he did not speak openly and frankly and 
definitely. Yes, my rriends, he was loyal 
to those who trusted him just as he was 
loyal to the profession he served. 

Did this man have faults? Yes, he had 
faults, but, O, our Father, let those who 
have stones in their hands drop them upon 
the ground, for only Thou art perfect, only 
Thou knowest, only Thou understandest. 

We are here today because we respect 
and love the memory of our friend and 
brother—we, who knew his faults; we 
who knew his integrity and industry; his 
efficiency and his loyalty. We are here 


oJ 


because we have measured him, and his 
stature for good reaches high above the 
sordid and mean. We have weighed him, 
and the balance is pressed down on the 
side of service to his day and generation. 
We are but poor and imperfect beings in 
the inscrutable universe of God, and yet 
our innate sense of justice covers up im- 
perfections, and through our tears we see 
only the conflicts and victories of a fellow 
being. If so be it with us, how much more 
so must be the measureless and merciful 
justice of the omniscient Heavenly Father. 

We must part now. Goodbye, my 
brother. Yet a little while and we, too, 
shall enter the realm of mystery. While we 
wait trust us—trust us, my brother, for 
we will keep your memory alive in the 
secret places of our hearts. 





DOCTOR WILLIAM HARRINGTON 

Dr. William Harrington, Depew, died at the 
University Hospital in Oklahoma City, after a 
short illness. 

Dr. Harrington was born in Halifax, Ver- 
mont, May 10, 1875. He moved with his family 
to Depew from Mena, Arkansas, about nine 
years ago. 

He is survived by his wife and son, and 
sister. 

Interment was in Pine Crest Memorial Park, 


Depew. 








DOCTOR JULIUS HENRY CAMERON 

Dr. J. H. Cameron, pioneer physician of 
Healdton, died September 6th, following a 
stroke of apoplexy. 

Dr. Cameron was born in Cannon, Texas, 
June 29, 1886. He received his education in 
the Cannon public schools, later attending the 
Louisville School of Medicine, Kentucky. The 
year of his graduation he began his practice 
of medicine at Matoy, Oklahoma, later practic- 
ing at Caney, Oklahoma, and in 1915 he came 
to Healdton, where he has been until his death. 

He is survived by his wife and one daughter. 

Funeral services were in charge of the Ma- 
sonic Order, with interment in Hose Hill Ceme- 
tery, Ardmore. 











0 
IMPROVEMENT IN EXPERIMENTAL DIABETES 
FOLLOWING ADMINISTRATION OF 
AMNIOTIN 





According to B. O. Barnes, J. F. Regan and W. O 
Nelson, Chicago (Journal A. M. A., Sept. 16, 1933), 
although their experiments, on dogs, clearly show that 
amniotin will modify glycosuria after removal of the 


pancreas, the explanation is not clear. Tentatively, 
the theory is advanced that the pituitary has been 
suppressed, since the estrogenic substance has been 
found to suppress the sex principle in the pituitary. 
If this interpretation is correct, it would indicate that 
the suppression is almost complete, since the glyco- 
suria following pancreatectomy was within the range 
for completely hypophysectomized dogs. It might be 
dangerous to suppress the pituitary completely, since 
other organs atrophy following hypophysectomy. This 
is especially true of the suprarenal cortex, which 
atrophies if the pituitary is removed. Before attempt- 
ing to treat clinical diabetes by pituitary suppression, 
it will be necessary to determine whether the influ- 
ence on carbohydrate metabolism can be accomplished 
without injury to other organs. This work is now 


under way. 


oO 


SIGNIFICANCE OF IODINE CONTENT OF 
HUMAN BLOOD 

George M. Curtis, Chester B. Davis and Francis ] 
Phillips, Columbus, Ohio (Journal A. M. A., Sept., 
16, 1933), observed that a relation exists between the 
activity of the thyroid and the metabolism of iodine 
which is undeniable. The content of human blood is 
thus a measure of thyroid function. Demonstrable 
changes in the level of the blood iodine accompany 
those diseases in which thyroid function is altered 
The fluctuation of the blood iodine during the course 
of thyroid disease under management is significant 
The blood iodine is increased in thyroid hyperfunc 
tion. It is lowered in thyroid hypofunction. It is al- 
ways elevated by any form of iodine medication. It 
would seem that the level of the blood iodine is con- 
trolled by thyroid activity. There are corresponding 


changes in the urinary excretion of iodine. This in- 
creases in thyroid hyperfunction. It likewise is in- 
creased on any form of iodine medication. Simul- 


taneous investigation of the basal metabolic rate, the 
level of the blood iodine and the urinary excretion 
of iodine reveals significant evidence of thyroid ac- 
tivity. The significance of the blood iodine in thyroid 
disease is similar to that of the blood sugar in dia- 
betes mellitus and to that of the blood calcium in 
parathyroid disease. 
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skin is most ¢ os hae ble G. W. Morrow, M.D., and Roy O. Hawthorne, 
nonths. while stubho ae sneenton M.D., Kankakee, Illinois. The American Journal 
months Wo local treatment was use of Syphilis, Julv, 1933, Vol. XVII, No. 3 
ent 1s in no way permanent uniess ti i cases t we tted 
tained, thereby indicating th “ the ent ‘ ) Nt 
‘ permanent ¢ né r t it be pos 
tf these cases Study of these patients Caused a g up 


Carcinoma of the Lips—Surgical or Ray Treatment? —_— 











R. Stewart-Harrison, X-Ray Institute and Surgical Group I.——This group comprises thirty ep 
Univ. Clinic, Zurich. (Strahlenther., Volume 46, tients who had positive Wassermann react § 
No. 3, 1933). mission, who have received no ntisyphilitic t 
Reps t on the esults f treatmer ! 42 ” the ment, and who st oy have Citner « . i 
uthor’s own cases with a survey of the modern lites Wassermann and Kahn reactions 
ature The author found that the ray treatment of Group II group <¢ prise pat ts w 
the primary tumor resulted in freedom trom symp ywriginally had ive Wassermat eact ; 
ys for three years in 70 to 80° of cases, whereas mission, who ad treatment either Det ¢ f 
the operative treatment produced this at best in 60% idmission, and who now do not have strongly p 
of cases As regards the regional glands. he comes tive reactions even after pro at 
to the following conclusions: If the glands cannot 
be demonstrated cli mn may be regard Gre This g 'p : — . 
ed with high deg ty as non-carcino who I tive Wasser ' 
natous. Small, not particularly compact glands may nm, we nave received a ee 
be due to i mmat ym and are likewise either before or after admiss a 
not to be garded as carcinomatous. In the case of SE 
large and manent glands there S$ reason to Suspect Group lV. This et up inciudes rive patients The 
cancerous degeneration and their complete excision results are inconclusive and are not included in the 
is indicated. If the primary tumor is small and reg- body of this paper [Three patients have received 


! > > j ] 
ional glands are absent, a waiting, observant attitude inadequate treatment, one is now dead, and the fifth 
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patient’s physical condition does not warrant the in- 
jection of a provocative dose 


Those patients listed in group III are the ones that 
are particularly significant, inasmuch as the authors 
suggest that “syphilitic infection may be overcome just 
as other infections are sometimes overcome.” Of 
course, they do not infer that this holds in any great 
percentage of cases. 


Leukonychia Striata, E. W. Netherton, M.D. The 
Journal of the American Medical Association, July 
13, 1929, Vol. 93, page 116. 


The editor of this column received a reprint of the 
above-named article and abstracts it now, even though 
considerable time has elapsed since the writing of the 
condition, because of the frequent questions arising 
as to the origin of various “white spots and lines 
on the finger-nails. 


Unna has classified leukonychia viz: (1) leukony- 
chia punctata (spots): (2) leukonychia striata (bands), 
and (3) leukonychia totalis, involving the entire nail. 
Etiologically, it has been ascribed to malnutrition, 
febrile disease, trauma or any agency that disturbs the 
growth, development or keratinization of the matrix 
cells in their change into nail substance. Trauma is 
the most common. 


The author presents two cases in subjects that were 
free from any physical defects excent the leukonychia 
spots. In both instances he obtained a clear-cut his- 
tory showing that the girls daily used an orange stick 
to push back the “cuticle,” thereby inflicting trauma. 
Upon using a more gentle technic the white spots dis- 
appeared completely. 


+ . eee OTe eeeeeee os 
> EYE, EAR, NOSE and THROAT 

‘ Edited by Marvin D. Henley, M.D 

; 911 Medical Arts Bldg., Tulsa 2 
te oe sidliacninidanipinicihindaaaay 


Malignant Disease of the Oro-Pharynx, Including the 
Fauces. Norman Patterson, London. The Journal 
of Laryngology and Otology. Vol. XLVIII. No. VII, 
July, 1933. 


This survey touches on facts which may throw light 
upon some of the more important points. 


The exact location of the beginning of the carcin- 
oma is difficult to determine unless seen before ex- 
tensive development. It is thought that a tumor 
originating in the tongue and progressing to the 
tonsils responds more readily to surgical treatment 
than the reverse situation. Surgical removal is given 
small consideration if the growth occupies a central 
position or if it is near the epiglottis. When viewed 
as a fancied circle, the soft palate, the tonsils and 
base of the tongue, the higher the location of the 
malignancy in the circle, the more hope for a perfect 
cure. The possibility of a glandular metastases from 
the tonsil explaining the unknown etiology of tumors 
of the neck is suggested by the author. Biopsy and 
a Wassermann are valuable aids in differential diag- 
nosis. The average age was 58 of the 50 cases re 
ported in this series and the tonsil was involved in 
70% of these. Patterson says: “I hold the view that 
if there is a good chance of completely removing the 
tumor without undue risk to the patient, endothermy 
excision shoud be carried out combined, in selected 
cases, with drastic surgical removal of the gland-bear- 
ng areas. Probably in the majority of cases irradj- 
ation should follow the operation.” Encouraging re- 


sults are being obtained at the Radiumhemmet it 


Stockholm and elsewhere. 


Early Ear, Nose and Throat Manifestations of Leth- 
argic Encephalitis. Dr. Arthur R. Zinkham. Wash- 
ington, D.C. The Laryngoscope Vol. XLIII, No. 
VII, July, 1933. 


Zinkhan says: “the lesions may occur in the region 
of the vestibular nucleus, in the nerve itself, or in 
the nuclei connected to it by means of the medial 
longitudinal bundle. The globus pallidus, which is 
stated to have a direct connection with the vestibular 
nucieus, appears to be one of the most frequent sites 
for the lesion of epidemic encephalitis 


Under this category three cases are reported; one 
male, two females, white; ages 18, 24, and 36 re- 
spectively. In the beginning the chief compalint of 
each patient differed: dysphagia, pain over the frontal 
sinus, and pain over the mastoid region. Roentgen 
examination of the sinuses and the mastoid region 
were negative. Diplopia was a symptom in two of 
the three patients. Spinal puncture and _ palliative 
treatment resulted in the slow but complete recovery 
of all the patients. 


A state of deep and prolonged unconsciousness, reé 
sembling profound slumber, from which the person 
can be aroused but into which he immediately re- 
lapses, is often a late and changeable symptom. An 
involuntary sidewise movement, a sensation, of ir- 
regular or whirling motion, either of oneself or of 
external objects, and loss of poise delineates the most 
frequent form. Sonitus may be complained of with- 
out impaired hearing. Vestibular, labyrinthine, and 
oculomotor abnormalities may be present. A typical 
case presents dizzy sensations without lethargy or 
diplopia. Duration of the infection is indefinite. It 
usually continues with increasing severity until medi- 
cal aid is sought. There are no cases reported in 
the literature of paranasal sinus involvement in con- 
nection with acute lethargic encephalitis. Symptoms 
referable to the throat are failure of the retching re 
flex, quivering and spasticity of the lips and tongue 
musculature, single or double insufficiency of the 
palate and vocal cords, and difficulty in phonation 


The differential diagnosis must consider and rule 
out Meniere’s disease, intracranial tumors, cerebral 


arteriosclerosis, cerebellar disease ind functional 
vertigo. 

The most constant symptom is irritability of the 
patient, which is very noticeable to friends and close 
associates, but rarely to the individual himself. If 


by elimination no definite diagnosis can be made, or 
any pathology found to account for the signs and 
symptoms presented by the patient, then encephalitis 
must be considered. 


Benign Tumors of the Tonsil with Special Reference 
To Fibroma. H. J. Hara, M D., Los Angeles, Calif 
Archives of Otolaryngology. Vol. XVIII. No. I, 
July, 1933. 


Benign tumors of the tonsils are rare. The growths 
in this regions are papillomas, angiomas, lymphomas, 
adenomas, fibromas, lipomas, chondromas, teratomas 
and various forms of mixed tumors. The develop 
ment of the faucial tonsils occurs in the second bron 
chial cleft. From an embryologic standpoint the 
meeting place of the oral epiblast and the intestinal 
hypoblast is conducive to a neoplastic growth 


The first case was related in 1827 and the first 
complete monograph on this subject was published in 
1897. Thirteen cases of true fibroma of the tonsils 
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had been reported up to the beginning of the present 
century with an additional thirteen following. In 
1932 a report was given of sixty-three cases of be- 
nign tumors of the pharynx and tonsils under obser- 
vation from 1917 to 1930. Of these thirty-five were 
papillomas, thirteen in the pharynx, eight in the pal- 
ate, and only seven were of tonsillar origin. These 
included one lipoma, one chondroma, two lymphoid 
tumors, and three cysts. No fibromas were present 
and none have been revealed in a minute study of the 
late literature. 

The tonsillar fibroma may be sessile or peduncu 
lated, the latter being more common. The sessile 
type becomes noticable only when its increased size 
causes interference with normal action of the faucial 
muscles in deglutition and later in speaking, while 
the well developed pedunculated form because of its 
mobility, may be thrown forward on the tongue or 
swallowed. During sleep it may fall into the laryn 
geal orifice and interfere with breathing although 
there is no record of suffocation. A cough, salivation, 
nasal tone, mouth breathing, and snoring may be re 
sultant. Many times there are no symptoms and the 
levelopment is so insidious that the knowledge of its 
presence is found during examination for other rea 


sons. 


The size and shape of the tumors differ. They may 
be round, oval, or kidney bean shaped and are some- 
times as small as a pea or as large as a turkey egg 
and may fill the entire oral cavity. Generally it is 
single and confined to one side. It is a pale pinkish 
rose color and its consistency is normally hard and 
wood-like 


Ages of these patients varied from seven and one 
half years (this case report the youngest), to the 
seventieth year. True fibromas are found twice as 
often in males as in females 


When cut the parenchyma presents a milky white, 
partially transparent construction. Normally it & 
coated with a thin scale-like deposit, frequently be- 
coming semi-opaque, while the deeper and central 
zones are made up of an unformed cluster of fibrous 
tissue which occasionally have a glassy appearance. 
Again, between the meshes of the fibrous tissue may 
be found small foci of cellular infiltrations with many 
connective tissue cells and fibroblasts. The fibroma 
is usually well vascularized, and recent hemorrhagic 
foci are frequently observed. In some cases the blood 
vessels and in others the lymphatic channels may be 
well marked, thus forming telangiectasia haemor- 
rhagica or telangiectasia lymphatica. 


Discernment of tonsillar tumors and those of the 
nasopharynx is easily made. A fibroma of the naso- 
pharynx may become carcomatous while one of the 
tonsil seldom if ever becomes malignant. 


Surgical removal is the approved method of treat- 
ment. Approach is easily made by the oral route, ex- 
cept in instances of an unusually large growth, when 
lissection of the neck is necessary or a wider access 
is made through an incision in the cheek from the 
angle of the mouth. There is no record of operative 
or post-operative hemorrhage. 


A. Case Report: On October 10, 1932, a normal 
seven and a half year old Japanese girl was brought 
to me for examination after a tonsillectomy had been 
advised by the school nurse. On inspection it was 
thought she had a peritonsillar abscess but upon digi- 
tal examination what was apparently a pointing of 
pus was a nodular projection from the mass, which 
was definitely indurated and well lobulated. Nothing 
unusual was noted in the nose, larynx, or ears. The 
temperature was normal and all tests negative. Two 


weeks later she was operated under ether anaesthesia 
The tumor was removed much after the usual technic 
ot a tonsillectomy. Observation showed that the 
growth had originated from the fibrous layer of the 
tonsillar capsule and not from the pillars. The tumor 
with the tonsil weighed 17 gem. and was 50 mm. long 
and 20 mm. at the widest part. The left tonsil, re 
moved at the same time, weighed only 4 em 


Solitary Neurofibroma of the Orbit. MacMillian and 
Cone. Montreal, Canada. Archives of Ophthalm 
ology. Vol. X, No. 1, July, 1933. 


Only five cases of this condition were found re 
ported in the literature. A youth, age 20, on exami 
nation showed 12 mm. proptosis in the right eye wit 
Hertel’s exophthalmometer. His chief complaint was 
impaired vision. The symptoms were first noticed it 
1928; they increased during the following year and 
then remained quiescent for the two succeeding years 
Vision in the left eye was normal and 1-180 in the 
affected eye. There was a hypermetropia of 7 D 
the right eye and the nerve head was swollen 5 D 
The physiologic cup was obliterated, the veins wer« 
} 


wide, and the arteries normal. There were no hem: 


rhages present; no pulsation of the globe and no 
bruit. The visual field of the right eye was normal 
The nasal sinuses were negative The general ex 
amination was negative with the exception of fifteer 
small pigmented moles scattered over the body. All 
laboratory tests were negative 


> ! 


At operation an encapsulated tumor 42 mm., long 
34 mm., wide, and weighing 23.17 gm., was remove 
The eyeball was sacrificed 
was impossible otherwise. There was no point of a 
tachment to the nerve trunks, muscles or bony wall 
Sections were stained with Laidlaw’s connective tissue 
stain, Hematoxlin and Eosin, Weigert Pal’s stain 
and Gros-Bielschowsky'’s stain. Microscopic exam 


nation showed fibroblastic tissue with occasional nerve 


since removal of the tumor 


fibres. The semitranslucent areas suggested mucoid 
degeneration or myxomatous tissue. Cell arrange 
ment in the opaque areas was regular. There was 
palisading and parallelism of oat-shaped nuclei. Me 


dullated and non-medullated nerve fibres with vari 
cosities at irregular intervals were demonstrated. Fat 
iron, cysts, elastic fibres and phagocytic cells were 
absent. Accoding to Penfield the presence of nerve 
fibres in the tumor growth is pathognomonic of neuro 
fibromas. He does not consider them neoplasms in 
the strict sense of the word They are an ind 
of Recklinghausen’s disease, which is systemic. Pen 
field uses the term neurofibroma to describe encapsu 
lated fibroblastic growths arising from nerves and 
permeated nerve fibres. The clinical significance of 
the classification is at once manifest when one recalls 
that the tumor is not a disease entity but a manifes 
tation of a constitutional condition Judging from 


ication 


past experience other tumors may be expected to de 


velop 


A Lateral Head-Low Position for Nasal and Sinus 
Treatment. Sidney N. Parkinson, Oakland, Calif 
Archives Otolaryngology, Vol. XVII, No. VI, June, 
1933. 


The fact is deplored that medical literature is not 
more specific regarding detailed treatment of nasal 
conditions, since these infections are among the most 
common seen by the rhinologist 


Instead of the nasal packs so universally used a 
method of treatment is outlined in which there is no 
instrumentation. The patient is seated on a couch 
or its equivalent with two or three pillows. He then 
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bends over laterally, keeping his shoulder always on 
the pillows and never letting it touch the couch until 
the cribiform plate is low and horizontal. A one 
per cent solution of ephederine in warmed physio- 
logical sodium chloride is now placed in the nostril. 
Bacteriophage-lysed antigen solutions (sterile) are also 
used. It is claimed the patient is able to maintain 
this position longer and with less discomfort than 
the extension position with the head hanging down 
over the end of the couch. If the operator deems it 
advisable the displacement method may be used in 
this position to really put the medication in the 
sinuses. As the patient arises slowly from the treat 
ment his face is turned downward to allow any excess 
medicine to run out of his nose. In this manner 
there is no strangling or unpleasant taste left in the 
mouth. 


Comments: This method eliminates for the patient 
two of the disagreeable factors of nasal treatments, 
i. e., (a) traumatism to tender, swollen, and engorg- 
cd tissues; (b) reaction to medication 


Stereoscopic Exercises in Ametropia. Joseph O. Pascal, 
Boston, Mass. Archives of Ophthalmology. Vol. 
IX, No. VI, June, 1933. 


Another use is found for the stereoscope. All oph- 
thalmologists are too familiar with the complaints 
registered by the patient who is wearing his corrected 
error of refraction for the first time or the one who 
has had quite a large change from his previous cor- 
rection. 


A simple hyperope uncorrected has developed a 
habit of forcing his accommodation ahead of his con- 
vergence, which serves his needs even though under 
strain. Corrected he has to inhibit his accommoda 
tion to the extent of the plus power of the correcting 
lens and increase his convergence stimulus. 


A simple myope uncorrected learns to lessen or 
supress accomodative stimuli while increasing con 
vergence stimuli. With the correction on he has to 
learn to make full accommodative effort to a rela- 
tively small convergence effort. 

A table for accommodation in diopters and for 
convergence in prism diopters is given. The object 
of the exercises are to break up the old ocular habits 
to which the patient has become accustomed before 
the refractive error was corrected and the correcting 
lens then produces equal and balanced stimulation be- 
tween accommodation and convergence. 


Comment: Pascal is recalled as the one who a few 
years ago evolved a formula for estimating the diop- 
tric power of the eye. His most recent publication 
is entitled “The loskiascopy Test-Simplified.” This 
method he outlines in this article should be an aid 
to that end, if the primary consideration is that of 
service to the patient. 


oO 
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TUBERCULOSIS 
Edited By 
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The Healing of Tuberculosis Cavities—A_ Clinical 
Study. B. T. McMahon and Edmond H. Kerper, 
American Journal of Medical Sciences, August, 1933, 
P. 170-180. 

Here is given a detailed report of the study of 296 
cases with cavitation, with a view of bringing out 
such factors as are shown to influence the closure of 


cavities. The prognostic significance of open Cavitie 
upon the subsequent course of the disease has long 
been recognized. The 296 cases were chosen from 


800 studied, in that they fulfilled certain criteria 
which were set up to insure, as far as_ possible, 
against variable factors which might lead to erroneous 


conclusions. 


In the literature there is a wide difference of 
opinion regarding the prognostic outlook for patients 
with cavities. In view of this fact, the cases studied 
were classified into four main groups so that con 
clusions might be somewhat qualified according to 


the variable conditions associated with the groups. In 
this way, a “blanket prognosis” in all cases of cavi 
tation would no longer be justifiable. It would then 
tollow that certain existing factors should be borne 


in mind in handling individual cases and also in con 


templating their prognostic trend 
The grouping was as follows: 1, Spontaneous clos- 
grouping I 
ure. 2. Much improved—marked shrinkage of cavity 
3. Slightly improved—some shrinking in cavity size 


i. Unimproved—Roentgen ray and pathologic anatomy 


substantially unchanged or worse rrespective of 
clinical improvement 

The percentage of cases included in these groups 
are first quoted on the basis of bed rest alone, witl 
out the aid of artificial collapse in any forn In 
group 1, the number was 65 (22%) Group 2, 38 


(13%), Group 3, 47 (15%). Group 4, 84 (28%) 


Sixty-two were given early collapse therapy without 
preliminary observation 

Of the 47 included in the slightly improved 
group, 23 were subsequently given collapse therap 
in one form or another. Of this 23, 33° obtaine 
closure. Fifty-seven of the 4th group originally class 
fied as unimproved on bed rest alone, received c 
lapse therapy. Of this number, 22% obtained closure 
Of all who received collapse therapy in these group 
24% obtained closure 

Of the 62 in the “early collapse” group, 37% ob 
tained closure and an additional 6% by supplementary 
surgical procedures. 

To summarize: 22% obtained closure spontaneously 
(with bed rest alone); 17% obtained closure as a 


result of different forms of collapse therapy. A total 
of 115 (39%) of the 296 cases eventually were classi- 


fied as arrested disease 


Such factors as size of cavity, sex, age, patient, age 
of cavity, weight, gain or loss, etc., are also te 


with regards to their influence healing 


These conclusions are about as would be expected 
t 
The influencing factors as revealed by Roentgen-ray 


however, are interesting to note The favorable re 
sults were, in most cases, dependent on the extent of 





the excavation. The smaller the cavities, the more 
prone to heal. Cavities located centrally were more 
favorable than those peripherally The nature of the 
infiltration surrounding a cavity was shown to be an 
extremely important factor, the incidence of healing 


' 


being greater in cavities surrounded by the least 
amount of infiltration. Cavities with thin walls were 
definitely more likely to heal spontaneously 


In commenting on the results of this study; the 
authors point out the necessity for individualization 
in the treatment of pulmonary tuberculosis with cavi 
tation. Although the presence of cavity is recognized 
as constituting a serious menace, a preliminary period 
of observation on complete bed rest is advised before 
the institution of collapse therapy. 


If it is apparent that spontaneous healing is tak 
ing place, the bed rest program should be continued 


er 











“er 
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with frequent fluoroscopic and X-ray examinations 
In the presence of unsatisfactory progress, collapse 
therapy is indicated 


Roentgenologic Diagnosis of Early Pulmonary Tuber- 
culosis. B. R. Kirklin. Annals of Internal Medi- 
cine, September, 1933. 


In this paper the author repeatedly lays great stress 
on the fact that in the diagnostic study of early pul- 
monary tuberculosis, the roentgen-ray 
films must go hand in hand with a thorough clinical 
and physical examination, and in some more doubt 
ful cases, the latter study must be still further aug 
mented by a period of observation for more thorough 
diagnostic conclusions. For, in the author's own 
words; “the two methods (X-ray and physical ex- 
amination) are complimentary, mutually helpful, 
mutually corrective and almost indispensable to each 
other.” 


ste reoscopic 


It is obvious that roentgen-rays cannot reveal evi- 
dences of tuberculosis until demonstrable differences 
in density of the tissues have been produced by the 
infection. It is upon density variations that inter 
pretation rests 


Studies of the years past, with special reference to 
the correlation of X-ray and physical findings, have 
revealed two important facts; namely, that it is rare 
for tuberculosis to be present to the extent of pro 
ducing symptoms without roentgenologic signs, while 
the converse occurs often enough to be common know 
ledge to every phthisiotherapist 


It may be said here that although there may be 
nany with disease demonstrable roentgenologically 
who do not have the so-called classical symptoms of 
tuberculous toxemia, certain evidences of toxemia may 
be elicited by closer observation and questioning, there 
by, making the group of apparently symptom-free pa 
tients considerably smaller than would first seem 


The author continues to briefly describe the two 
main types of lesions which constitute the early, in- 
cipient cases. First, there is the faint shadow in the 
upper lobe which appears stereoscopically as a dense 
conical region. In a flat plate this lesion appears fan 
shaped, its base appearing at the periphery of the 
lung, often directed toward the axilla. 


The second type of lesion commonly observed is 
1 more or less spherical one, likewise located in the 
outer parenchymatous portion of the  subclavicular 
region These shadows may be single or multiple 
The density is greatest in the center, while the peri- 
phery is hazy and indistinct 


In the interpretation of roentgen-ray film, there are 
four prime characteristics of early tuberculosis which 
must be borne in mind: (1) Its situation below the 
clavicle and in the outer parenchyma of an upper 
lobe; (2) The roughly conical or spherical form of 
the lesions; (3) The softness and lack of marginal 
definition of the shadows; and (4) The accentuation 
of the tributary bronchovascular stem supplying the 
area. 


Few of the conditions which might be confusing 
diagnostically have all of the characteristics. Some 
simulants which are to be considered are: bronchiec- 
tasis, malignant metastasis, the lateral border of an 
azygos lobe, shadows from extraneous causes, accentu- 
ation of bronchovascular markings without corre 
sponding parenchymal localized simple 
pneumonitis and small healed tuberculous lesions. 


shadows, 


The author takes up these above mentioned condi- 
tions and treats them individually from a differential 
diagnostic viewpoint, roentgenologically only. How- 


ever, suffice it to say in this brief abstract that the 
basis of a differential study rests mainly on the pres 
ence or absence of the four cardinal characteristics of 
early pulmonary tuberculosis, together with a careful 


and correlative clinical stu« 





of differentiating be 


rculous lesions 


Brief mention 
tween arrested a 





In summarizing, the author makes a strong appeal 


for routine use of roentgenological examination as a 
part of every program in working f detection of 
early tuberculous disease. However, he again calls 
attention to its limitations, which are to be overcome 
by more understanding interpretation coupled wit! 
thorough clinical and physical examinations 


Tuberculosis of Urinary Tract. B. A. Thomas. Am 

J. Surg., November, 1930. 

The total incidence of genitourinary tuberculosis is 
about 2 per cent; of this, only about 0.5 per cent is 
genital. Of 135 cases of urogenital tuberculosis, 84 
presented disease of the urinary appartus alone and 
24 of the genital apparatus alone. 101 cases of urit 
ary tuberculosis have been studied. Among these 
renal disease predominated, irrespective of sex, and 
was most frequently seen in the third, fourth an 
fifth decades. It was much more frequent in males 
(4 to 2) 
late in the course of the disease. 


Bilaterality was common, but this come 


The infection may be ascending as well as haemo 
togenous. It may appear pathologically as nephritis 
miliary tuberculosis, ulcerative papillitis (being the 
type in which hematuria is especially common), pye 
litis (probably an ascending infection through lyn 
phatic), and the very frequently encountered caseo 
cavernous tuberculosis, and pyonephrosis. 


Symptomatically the affection may present itself 
with the following: frequency of urination, dysuria, 
pyuria or hematuria, especially diurnal, vague dull or 
dragging lumbar pain and loss of weight. Pus in 
urine in which pyogenic bacteria cannot be detected 
is a strong indication of tuberculosis, even in the 
absence of detectable tubercle bacilli 


Tubercle bacilli may be eliminated in the urine 
without evidence of renal tuberculosis and tubercle 
bacilli in the urine is not sufficient evidence in itselt 
for the diagnosis. This demonstration is very in 
portant, but it must be taken along with a careful 
physical examination of the genitalia, chromocysto 
graphy, pyelography, bilateral catheterization, differ 
ential renal-function test and exploratory lumbar in 
cision 


Prognosis depends upon removal of the diseased 
organ and is definitely lessened by watchful waiting 


Oo 
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A Five-year Study of Abortion. Raymond E. Watkins, 


M.D., Portland, Oregon. American Journal of Ob- 
stetrics and Gynecology, August, 1933. Volume 
XXVI, No. 2, Page 161. 

This author has very ably considered the question 
of abortion from the standpoint of threatened, in 
evitable and incomplete abortions, both those that 
were spontaneous and those that were induced. He 
has summarized the question of abortion as a national 
occurence, and the treatment used in the Department 
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of Gynecology at the University of Oregon and has 
made comments upon these various factors. 


He points out that the maternal deaths in the Unit 
ed States as a result of abortion are nearly as numer 
ous as those due to child birth. Based upon reliable 
figures, it is estimated that 700,000 abortions occur 
in the United States annually, with 15,000 women los- 
ing their lives from this cause each year. He feels 
that, with all the literature directed to prevention and 
treatment of puerperal sepsis, more attention should 
be given to the treatment of septic abortion, especial- 
ly to the proper management of abortion 


He points out that in the treatment two different 
plans are advocated. One group believes in active 
treatment with immediate evacuation of the uterus in 
every febrile abortion, unless parametrial complica- 
tions are present. The second group believes in con- 
servative management, building up the patient's re- 
sistance and waiting until the temperature has returr- 
ed to normal and remained there for from five io 
ten days before invading the uterus. He points out 
in this respect that the contents are often expelled 
in the meantime, making an evacuation unnecessary 
Only in case of dangerous, uncontrollable hemor 
rhage is the rule violated. Dr. Watkins points out 
that he, as well as most gynecologists, have adopted 
the latter plan of treatment. 


In the 341 cases studied in this article 66 per cent 
recovered without invading the uterus at all. In only 
36 instances was surgical intervention necessary be 
cause of hemorrhage on admittance. There is a very 
excellent outline of routine orders in regard to abor- 
tion cases which would be well read by those dealing 
with this type of patient. 


The most striking recommendation for such con- 
servative management is the fact that of 341 cases 
of various types, 307 of whom were febrile, the mor- 


tality rate was 3 deaths or 0.88 per cent. 


A few other observations are also made. Hospital 
supervision should be insisted upon in all cases. In- 
fected patients will nearly always develop an immun- 
ity to their infection if given an opportunity. The 
term sapremia should be discarded as it implies a non- 
septic state. He also feels that contraceptive measures 
should be more widely taught, after considering the 
arguments pro and con. 


Comment: This is a very able review of a common 
and distressing condition, which, because of its fre 
quency and importance deserves great consideration. 
There seems little question in my mind that the con- 
servative plan of treatment is by far the superior 
method of handling these patients. Certainly the mor- 
tality rate in such treatment cannot be compared with 
the higher rate in the active, radical treatment 


Wendell Long. 


Anterior Tibial Apophysitis—The So-Called Disease 
of Osgood-Schlatter (Apophysite Tibiale Anterieure 
—La Sio Disant Maladie de Osgood-Schlatter). Al- 
bert Mouchet, La Presse Medicale, June 24, 1933. 


While apophysitis involving the tibial tubercle ‘s 
not very common, it occurs often enough to be of con- 
siderable interest from the standpoint of diagnosis and 
treatment. Indeed, it would seem that there is much 
misconception concerning it. 


Taking the case of a boy of 15 as a Clinical ex 
ample, Mouchet presents some important data in con- 
nection with this interesting pathological entity. 


This is a disease of adolescence, the majority of 
the patients being from 11 to 16 years of age. It is 


found more often in boys, and the right tibial tubercle 
is most often involved. 


A center of ossification usually appears in the 
cartilaginous structure which theretofore represented 
the tubercle between 11 and 13 years of age. Some- 
times there are several centers—a fact that ought to 
be remembered in the interpretation of what appears 
to be an irregular and fragmented X-ray negative 
Before the beginning of ossification there cannot be 
an apophysitis. 


Governed by the appearance of X-ray negative 
alone, Osgood of Boston in 1903, concluded that the 
symptoms were produced by the tearing away of the 
tubercle from the shaft of the tibia. A little later 
in the same year Schlatter of Zurich, independently 
came to the identical conclusion. A number of surg- 
eons quickly accepted the dicta of Osgood and of 
Schlatter, and for several years the symptoms were 
thought to be due to traumatic “arrachement,”’ or teat 
ing away of the tubercle. 


But it was not long until many surgeons, among 
them Alsberry, Kirschner, Matsuoka, Bergamann, ex 
pressed the opinion that the interpretations of X-ray 
films by Osgood and Schlatter were defective, and 
that the disease was due solely to an apophysitis 
adolescence. Mouchet published an article supporting 
this conception in 1918. Those who subscribed to this 
view, which now seems to have been proven, place so 
called Osgood-Schlatter disease in the same class in 
which is found osteochondritis juvenilis deformans, o 
Legg-Calve-Perthe disease 


In the case of the 15 year old boy there had been 
pain about the tubercle of the right tibia for several 
months, but he continued to walk, to run, and even to 
take part in field sports. However, the pain persisted, 
and was more severe at the end of the day. Never 
iancinating, it became severe enough in a few months 
to cause him to drag the foot, and finally to keep him 
in bed. About this time the patient noticed a tender 
enlargement at the site of the anterior tibial tubercle. 


The knee joint was found to be quite normal. There 
was no pain on movmement of the joint except a 
little about the tubercle on forced flexion, or when 
the leg was quickly thrust forward, as in kicking 

There was no redness of the skin, or other ocular 
signs of inflammation. 


X-ray examination should be made in profile, and 
always of both tibiae. The affected tubercle is usu- 
ally a little increased in volume, more or less irregu- 
lar, and sometimes there is evidence of erosion. In 
reading the X-ray negative one must not forget the 
irregularties of ossification in individual cases—some 
times proceeding from one center—sometimes from 
several. A comparison of the affected with the op 
posite side is of great value in this connection. 


The treatment recommended in the average case in- 
cludes especially rest for 8 to 15 days, hot applications, 
hot air, followed by massage of muscles of the thigh 
Ablation of the tubercle by an appropriate operation 
in which the ligamentum patellae is preserved is ne- 
cessary in only the rare case. 


Le Roy Long 


Malignant Tumors of the Male Breast. M. Pinson 
Neal, M.D., Columbia, Mo. Archives of Surgery, 
September, 1933. Volume 27,, No. 3. 


To many members of the medical profession, as 
well as the layman, cancer of the male breast er 
roneously appears rather as a myth and therefore in 
consequential. Malignant neoplasms of the male 
breast are sufficiently common to be of interest to the 
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practitioner of medicine, of significance to his pa 
tients and of importance to the surgeon. Very few 
of the articles on this subject in the literature deal 


with laboratory or histologic study 


The object of the study made by the author was to 
record the histopathologic diagnosis in over 9,279 
mammary glands. He was interested in obtaining 
accurate information as to the prevalence and types 
of malignant growths of this male organ for the 
guidance of the members of the profession and as a 
source for comparison in further study. He was able 
to demonstrate that much of the past statistical ma 
terial varies widely from the facts that are found today 
under an entirely different set of conditions than ex 
isted in 1890 or even in 1910 when previous reports 
were made. This study directs our attention to the 
adult male breast as an organ that is a potential site 
for malignant new growths, and that therefore it 
should be examined as a routine 

Three hundred and eight specimens of the 9,279 
specimens were from the male breast. Of the speci- 
mens examined there was a ratio of one male to 29.03 
female breasts. Of the 308 lesions of the male breast 
in 143 the condition was a non-neoplastic disease. In 
165 there were neoplasms classified as: 1. Malignant 
growths, 60 cases, of which 50 were carcinoma and 
10 sarcoma. 2. Benign growths, 105 

There is recorded a case of liposarcoma, a case of 
myeloma and a case of leiomyosarcoma in the male 
breast. There is recorded a case of tuberculosis and 
a case of scirrhous carcinoma in the male breast. There 
is reported a case of carcinoma of the male breast 
with extreme generalized carcinomatosis at death, in- 
cluding metastases to the suprarenals, in which the 
skin showed the pigmentation seen in destructive les 
ions of the suprarenals 

His conclusions were as follows 

1. The most frequent lesions of the male breast 
are the non-neoplastic processes (46.42 per cent) 

2. The second most frequent lesions of the male 
breast are the benign tumors (34.09 per cent) 

3. The third most frequent lesions of the male 
breast are the carcinomas (16.23 per cent); tumors of 
skin origin account for 16 per cent of these, and 
those of duct or acinus origin account for 84 per cent 


{. Sarcomas constitute 3.25 per cent of the lesions 
of the male breast 

5. Carcinomas of the male breast were responsible 
for 1.24 of the carcinomas of the breast in both 
sexes. 

6. Of the sarcomas of the breast in both sexes 19.61 
per cent were found in the male breast. 


Carcinomas are 80 times proportionately more 
prevalent in the female breast than in the male 


8. Sarcomas are 16 times proportionately more pre 
valent in the male breast than in the female 


9. Carcinomas occur in the male breast only 5 
times more frequently than do sarcomas, whereas in 
the female breast carcinomas are seen 79 times more 
often than are sarcomas. 


10. Of all the lesions of the breast, 3.31 per cent 
occurred in men 


11. The average age of patients at the time of ob- 
servation for carcinoma was 57.7 years, and for sar- 
coma, 39.7 years. 

12. The present day standardization of hospitals and 
laboratories is promoting a better and more extensive 
liagnosis of tissues and more dependable records 
from which statistics be compiled 

—LeRoy D. Long 
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Chromicized Glycerine and Sclerosis of Varicose Veins 
(Glycerine Chromme et Sclerose des Ectasies Vein 


euses). H. Jausion. La Presse Medicale, July 5, 

1943. 

In the treatment of varicose veins of the extren 
ues, Jausion employs the following formula 


Grammes 


Glycerine, double distilled 126 
Chrome Alun lly, 
Distilled Water 200 
(Here is the formula as it is given in the gina 
Grammes 
Glycerine bi-distillee 126 
Alum de chrome 1.50 
Eau Distille 200 
[he preparation is put into 5 cx ampoules and thet 
sterilized for forty-five minutes at 100 degrees cent 
grade Purity of the drugs employed and adequ 
sterilization are obviously of prime importance 
Referring to the criticism that intravenous use of 
giycerine sometimes causes hematuria, usually occult 
the author admits that there is occasionally renal 
ritation with occult blood in the urine. but he at 
tempts to show that, prepared according to the above 
formula, the renal irritation by the glycerine is s 
greatly controlled that there will be no evidence of 
interference with parenchymal integrity, manifested 
by casts in the urine, although he refers to a case 
reported by a confrere, Tournay, in which the evi 
lence pointed to an attack upon the parenchyr 
The advantages listed are rapid sclerosing act 


freedom from shock, and absence of pain 


It is preferable io inject into a full vein below a 
tourniquet. The amount used at each seance is fron 
5 cc. to 20 c. c., the injection being made through 
any appropriate needle, the better size being one with 
a lumen of about six-tenths of a millimetre 

The injection should be made quickly and suddenly 


en coup de belier” (butt of a ram), because the re 
sult depends directly upon the swiftness with which 
the material enters the vein 


rhe first injection is at the highest point (i. e., nea 
est the root of the limb) to be treated Points dist 
ire treated at subsequent seances 

The tourniquet (garrot) is removed after 15 o1 
‘ . ] 
nimnutes (queique cing minutes) 

A subsequent seance is not undertaken 


ippearance of signs ot chemical irritatio 





Site 
of the preceding injection—usually about days 
The number of seances depends upon the extent of 
the pathology. If the entire saphenous system is 
volved, four seances may be necessary 
Comment: While sclerosing agents by intravenous 
injection probably have an appropriate place, the 
surgeon must not torget the limitations and dang 
ot such agents Constrictions of the circulation by 
resulting scar tissue, ulceration due to both chemica 
irritation and subsequent lamage of nutritior pa 
ind oedema these things tollow often enough t 
make it necessary to select patients for intravenous 
use of sclerosing agents in a_ definite logical and 


sensible way 


I trust that it is hardly necessary to emphasize the 
importance of knowing that the deep veins are patent 
before any kind of destructive procedure is carried 
out in connection with the superficial veins 


—LeRoy Long 
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Migraine, Diagnosis and Treatment. By Ray M. Bal 
yeat, M.A., M.D., F.A.C.P. Associate Professor of 
Medicine and Lecturer on Diseases due to Allergy, 
University of Oklahoma Medical School; Chief of the 
Allergy Clinic, University Hospital; Consulting Phy- 
sician to St. Anthony's Hospital and to the State Uni- 
versity Hospital. 242 Pages, 26 Illustrations, 5 of 
which are in color. Cloth, $3.00. 

For many years Dr. Balyeat has been an authority 
upon allergic diseases, and has succeeded in working 
out many problems where well known diseases have 
been found to be due to allergic conditions. In this 
volume, on Migraine, he has certainly tackled a hard 
problem, for every physician knows that one of the 
most difficult things to control is migraine. Certain- 
ly as it is to be found due to allergic conditions he 
has made a long step in the control of this practical- 
ly intractable disease 


Fetal, Newborn, and Maternal Morbidity and Mor- 
tality, report of The Subcommittee on Factors and 
Causes of Fetal, Newborn, and Maternal Morbidity 
and Mortality, by Hugo Ehrenfest, M.D., Chairman, 
White House Conference on Child Health and Pro- 
tection. Cloth, 486 pages, Price $3.00. D. Appleton- 
Century Company, Inc. 


College of Physicians and Surgeons, Transactions 
Of. Third Series, Volume The Fifty-fourth, Publish- 
ed for the College, 1932. Walter G. Elmer, M.D., 
Editor. Annually the College of Physicians and Surg- 
eons issues a volume made up from the efforts of its 
various members and covering a wide field, too wide 
in fact to note the many phases which are given con- 
sideration. 


It would not be illustrative, however, to leave out 
some of the writings which today are of intense in- 
terest and we will give them a brief note. 


“Poliomyelitis,” by Simon Flexner, whom it will 
be recalled did a great amount of original and un- 
usually able research upon the disease when serum 
began to be used as a highly able control of this 
terrible infection. 


There are also very able memoirs of Dr. Francis X. 
Dercum by Charles W. Burr; Hobart Amory Hare, by 
Thomas McCrae; John Madison Taylor, by Solomon 
Solis-Cohen; John B. Deaver, by Damon B. Pfeiffer; 
Charles Karsner Mills, by Theodore H. Weisenburg. 
An abstract which should be especially useful to the 
medical profession is “The Plan of the British Medical 
Association for a General Medical Service for the 
Nation,” this is by Samuel Bradbury. 


As noted in our Journal on two previous occas- 
ions the abstractor did not overlook the fact that 
“the rich man can pay his way, and the pauper has 
no difficulty, but what of the people between these 
extremes, of most indefinite upper and lower income 
limits, who comprise 80 per cent or more of the na- 
tion? They have not been trained to provide for 
these medical expenses. In fact there is in this coun- 
try no generally known method by which such con- 
tingencies may be provided for except the savings 
bank.” In fact the sociological condition surrounding 
people throughout the world is tragic in the ex- 
treme. Many of them will actually die before accept- 
ing charity under any guise. Perhaps no country, 
other than England, is so ridden by a question of 


-Its Purpose and Its Possible Influence For The Ad- 
vancement of Community Health,” by Robert H. Nye; 
and “A Review of Some Recent Medical Literature 
Relating to Medical Economics, Costs of Illness, and 
Organization of Medical Practice,” by Walter S. Cor- 
nell. 


During these times of depression all such matters 
are of unusual interest to all physicians 


This volume includes many other interesting con- 
tributions which space prohibits inclusion 


The History And Epidemiology Of Syphilis. By 
Wm. Allen Pusey, A.M., M.D., LL.D., Professor of 
Dermatology Emeritus, University of Illinois; Some- 
time President of the American Dermatological Asso- 
ciation and of the American Medical Association. 105 
pages, Cloth, price $2.00. 


Not only is Dr. Pusey a_ scientific authority on 
syphilology but he for many years has taken an his 
torical aspect of that age known disease. As a matter 
of fact since time has been, since archaeologists have 
been delving into the earth to bring to light the find 
ings of the past centuries, the ravages of syphilis are 
always among the predominant findings. The disease 
is also found concurrent with nearly every infection 
to which the human body is otherwise affected. Dr. 
Pusey states that “younger physicians should light 
their torches at the fires of the Ancients.” Certainly 
there is nothing in medicine more interesting than the 
volumes written by Fracastor sometime in the year 
1500, and of course there are many other authorities. 
It is remarkable, however, to note that Fracastor 
recommended a mixture of which mercury was large 
ly predominant, and it is more remarkable that we 
have not progressed much since the days of Fracastor 
in the treatment of syphilis. 

In this volume Dr. Pusey begins with the begin- 
ning of syphilology, which he gives to history. This, 
of course, is taken from the Ancients—it is followed 
by “History of Syphilis and Epidemiology of Syphilis. 


This volume will be interesting to all practitioners 
of medicine. 
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MEAD’S 10 D COD LIVER OIL IS MADE FROM 
NEWFOUNDLAND OIL 


Professors Drummond and Hilditch have recently 
confirmed that for high vitamins A and D potency, 
Newfoundland Cod Liver Oil is markedly superior to 
Norwegian, Scottish and Icelandic Oils. 


They have also shown that vitamin A suffers con- 
siderable deterioration when stored in white glass 
bottles. 


For years, Mead’s Cod Liver Oil has been made 
from Newfoundland Oil. For years, it has been 
stored in brown bottles and light-proof cartons. 


Mead’s 10 D Cod Liver Oil also enjoys these ad- 
vantages, plus the additional value of fortification 
with Mead’s Viosterol to a 10 D potency. This ideal 
agent gives your patients both vitamins A and D with- 
out dosage directions to interfere with your personal 
instructions. For samples write Mead Johnson & 
Company, Evansville, Ind., U. S. A. Pioneers in Vita- 
min Research. 
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